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SPECIALISTIC TRENDS IN MEDICAL 
EDUCATION AND PRACTICE* 
P. GRAFFAGNINO, M. D. 
NEW ORLEANS 


The magnitude of medical practice can best 
be visualized by the records annually gathered 
and published by the American Medical Asso- 
ciation. In the 6,189 registered hospitals in 
1936, the total number of patients treated in 
this country reached 8,646,885 and the total 
patient days amounted to 332,516,856; more 
than 831,500 babies were born in hospitals. It 
is reasonable to estimate that for every patient 
treated in a hospital by a physician, at least four 
other patients were treated in the home. This 
would make a grand total of about 43,234,425 
of our population who come under the observa- 
tion or treatment of physicians yearly. 


In our Charity Hospital in New Orleans in 
1936 there were 7,756 gynecologic admissions, 
10,726 obstetric admissions, 30,873 operations, 
and 40,624 accident room cases. In 1926, there 
were 3,022 gynecologic admissions, 4,876 obstet- 
ric admissions, 12,256 operations, and 26,426 
accident room cases. In 1916, there were 1,933 
gynecologic admissions, 2,031 obstetric admis- 
7,541 16,682 accident 
room cases. In 1906, there were 563 gyneco- 


sions, operations, and 
logic admissions, 716 obstetric admissions, 2,280 
operations, and 6,104 accident room cases. 


Any one who reviews the present teaching 
plan in our medical schools must admit that the 
students receive a very broad medical education 
upon which they may build a better understand- 
ing both of disease and of life. Yet, in spite of 


*Pres‘dent’s Address before the Louisiana Gyn- 
ecological and Obstetrical Society, Monroe, La., 
April, 1937. 


the tremendous amounts of money spent for 
medical education in recent times, our schools 
are now utterly unable to turn out students 
properly equipped to practice general medicine, 
much less engage in the practice of the special- 
ties of medicine. 


The best that a medical school can hope to 
do under present conditions is to teach the fun- 
damental and salient features of disease clearty 
and convincingly. It cannot hope to turn out 
all students proficient and equipped to practice 
in all branches of medicine. Primarily, the 
growth of specialism, both individually and col- 
lectively, must rest on a broad foundation of 
general medical training. However, specialists 
in medicine cannot be made by our present 
methods, nor by our present medical courses. 
Special studies and advanced training must be 
provided for. 


To develop scientific effectiveness and clini- 
cal knowledge, certain special training is essen- 
tial. Recognizing this fact, and anticipating the 
imminent possibility of compulsory regulaton, 
the organized profession has recently been eu- 
gaged in the establishment of some self-dis- 
ciplinary method whereby recognition may be 
accorded those who acquire special qualifica- 
tions. These efforts have resulted in the or- 
ganization of national examining boards now 
covering most of the special branches of medi- 
cine and surgery. The Council and the Advis- 
ory Board for Medical Specialties (organized 
in 1933-1934 for the certification of medical 
specialists in the United States and Canada) 
consider that an applicant desiring to be certi- 
fied as a specialist shall have had: (1) a period 
of study after the internship of not less than 
three years in clinics, dispensaries, hospitals or 
laboratories recognized by the same council as 
competent to provide a satisfactory training in 
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the special field of study; (2) this period of 
specialized preparation to include intensive 
graduate training in anatomy, physiology, path- 
ology and other basic medical sciences which are 
necessary to the proper understanding of the 
specialty in question; an active experience of 
not less than eighteen months in hospital clinics, 
dispensaries and diagnostic laboratories recog- 
nized by the Council as competent in the speci- 
alty ; examinations in the basic medical sciences 
of a specialty as well as in the clinic, laboratory 
and public health aspects; (3) an additional 
period of not less than two years of study 
and/or practice. The various boards in their 
respective and autonomous capacity certify the 
applicants. 


Although it is true that a license to practice, 
while conferring the statutory right upon the 
physician to perform any services embraced 
within the legal definition of the practice of 
medicine and surgery, has not qualified the 
licensee to act in any other capacity than that 
of general practitioner, and certainly does not 
endow him with the special knowledge and skill 
required of the specialist. 


A timely recent editorial appearing in the 
Journal of the American Medical Association, 
April, 1937 entitled “Liberty or License in Med- 
ical Education” truly expresses the honest opin- 
ion of the leaders in the medical profession, and 
I am taking the liberty of quoting from this 
editorial: “Freedom of action which contravenes 
the rights of others is no longer liberty. The 
state owes to its citizens the duty to protect 
them from ignorance and incompetence mas- 
querading as medical skill. Health and life it- 
self, our most treasured possessions, must be 
safeguarded, even at the expense of denying by 
statutory restrictions the freedom of every indi- 
vidual, trained or untrained, to practice medi- 
cine and certain other professions. If this is 
conceded, it follows that the state in the fulfill- 
ment of this obligation must satisfy itself be- 
yond a shadow of doubt of the knowledge, skill 
and character of those whom it endorses and 
whose ability it guarantees * * * * Those who 
clamor so loudly for liberty should never for- 
get that in the training of lawyers, dentists and 
doctors the public has a paramount interest.” 
The medical profession cannot fail to take cog- 


nizance of the rising tide of criticism against 
the so-called “self-anointed, insufficiently train- 
ed specialists, and the pseudo-specialists”. 


As the law now stands, any physician pos- 
essing a state license to practice medicine may 
undertake any legal type of medical or surgical 
work, or engage in any of the specialties his 
patient or his conscience will allow him to do. 


Left to the natural course of events, years 
may pass before this glaring fault in our sys- 
tem of medical education is corrected. Medical 
policies are extremely conservative. It took 
seventy years before the American Medical As- 
sociation won its fight to drive out the propri- 
etary medical schools which all admitted were 
a blot on education. 


Is it asking too much that the safeguards 
ordained for the protection of people in the 
thirteenth century be made the law of today? 
In the thirteenth century, Frederick the Sec- 
ond took notable steps to restrict the practice of 
surgery in order to safeguard his people. By 
his regulations, no one was permitted to prac- 
tice surgery until he had had three years of 
logic, five years in the study of medicine, one 
year as an apprentice, and, in addition, at least 
one year of study in such branches of medicine 
as would qualify him to do surgery. Thus, in 
the thirteenth century, the laws made it impos- 
sible for one not thoroughly trained to practice 
surgery. 

The time has now arrived when the medical 
schools should grant the graduate a degree of 
medicine which entitles him to apply to the 
State Board of Medical Examiners for a license 
to practice general medicine only, and the law 
should provide that only those who have been 
certified by the National Board of this particu- 
lar specialty can apply for a license to practice 
this specialty. 

I believe that it is the duty of this society to 
go on record as favoring the divorcement of 
general medical practice from the practice of a 
specialty and that our State Society take the 
proper steps to bring about these desired 
changes. Such a change in medical licensure is 
bound to come, forced by bad results in obstet- 
rics, gynecology and surgery in the hands of 
those with inadequate study, training, and ex- 
perience. 
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WHO OWNS THE RADIOGRAPH ** 
LESTER J. WILLIAMS, M. D. 


Baton ROUGE 


If there is no difference between a com- 
mercial photographer and a radiologist, then the 
purpose of my paper is futile, but if the medi- 
cal profession of Louisiana recognizes the 
radiologist as a consultant, then the reason for 
this presentation is obvious. 

As a consultant, the radiologist is well fitted, 
for not only is he a graduate of a reputable 
medical college, with the necessary interneship 
following, and has practiced general medicine 
for several years, but in addition has fitted 
himself for the specialty of radiology by special 
training. 

In all consultations, each physician brings to 
the consultation room every bit of information 
pertinent to the case, information that he has 
acquired from many sources: the surgeon, ex- 
perience and knowledge gained from many 
operations ; the internist, mental bed-side notes 
from years of practice; the bacteriologist and 
pathologist with microscope and slides, and the 
radiologist with shadow box and x-ray films, 
together with information gained from the radi- 
ographic study of similar cases. All of these 
physicians play an important part in the con- 
sultation for the ultimate good of the patient, 
but the only one who is called upon to deliver 
the means by which he has arrived at a diag- 
nosis is the radiologist. The patient feels that 
he has paid for a picture, not an opinion, and 
therefore is entitled to the radiograph. 

This idea is rather general, and to correct 
this impression, with the sole thought of pro- 
tecting the patient, this paper is presented with 
the hope that a frank discussion will completely 
clarify the situation in the minds of everyone. 

Norman Prince, in his second edition of 
Roentgen Technic (Diagnostic) published in 
1918, very clearly reviews the situation in the 
following words: “Plates should never be al- 
lowed to leave the office permanently and not 
even temporarily unless it is well understood 


*Scheduled to have been read before the Louis- 
iana State Medical Society, Monroe, April 27, 
1937. 


that they will be returned in a short time. 
They are the only absolute record that the 
roentgenologist has, and if lost sight of, he is 
greatly handicapped in various ways. X-ray 
plates are very frequently of great importance 
in legal matters. Instances may come up in 
which they will be of utmost importance, al- 
though little or nothing was considered at the 
time of the examination. They not only materially 
affect financial matters, but reputations, profes- 
sional ability, false accusations, and numerous 
other things may in time rest wholly on the 
findings depicted in the roentgenogram. The 
roentgenologist is continually being approached 
by patients demanding that the plates be de- 
livered to them, for as they say, ‘I paid for 
them.’ This can be refuted as it has been done 
in courts many times, by citing the fact that 
the fee paid was not for the picture but for 
the opinion the plate revealed, the plates being 
the roentgenologist’s manner of obtaining his 
knowledge of the case. It is just as reason- 
able to ask an internist for his case record of 
a particular individual, giving all his findings, 
both physical and chemical, as to ask the x-ray 
specialist for his record, the plate. When a 
man forms the habit of making a ‘picture’ for a 
patient, presenting him with the negative, he 
will be lowering himself professionally, putting 
himself in the class with the photographer, so 
that he need not be surprised when he is called 


upon some day to make an appointment for 
‘a sitting.’ ” 


It is obvious that the best interests of every- 
one are conserved by the retention of the radio- 
graph by the radiologist, but it might be well 
to tabulate in logical sequence the reasons why 
the radiologist is the proper custodian of the 
films. Below I have briefly sketched the main 
advantages : 


1. When kept by the radiologist, the films 
are carefully filed in numerical order in a steel 
fire-proof cabinet, protected from fire, mois- 
ture and dust. This manner of filing insures 
easy accessibility for reference. 


2. There is the opportunity of comparing 


a particular film with others of a similar nature, 
giving an added knowledge to the study of the 
case in question. 
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3. In the event of a consultation all physi- 
cians have the opportunity of viewing the films 
with the radiologist. In the event of the death 
or removal of the referring physician, the pa- 
tient’s succeeding physician is enabled to re- 
view the findings with the radiographs. 

4. Should there be legal proceedings in any 
case that has been x-rayed, it is of vital import 
that the radiographs should be easily available 
for the protection of the patient. Now should 
the referring physician be involved in a mal- 
practice suit, the presentation of the radiograph 
showing that his treatment was along proper 


lines, might be the sole means of preventing 


an unfavorable decision. 

So far as I have been able to learn, there 
are only four cases in which the courts have 
passed upon the question of the ownership of 
the radiograph as between the patient and the 
physician-radiologist. The first case was de- 
cided in Massachusetts, and the other cases were 
decided by Michigan courts, the latest being 
from the Supreme Court of the latter state. 
In each instance, the court’s ruling sustained 
the right of the physician-radiologist to retain 
the roentgenogram. 

The earliest case in which this question was 
passed upon was in the State of Massachusetts 
in 1927, (Whipple vs. Grandchamp, 158 N. E. 
270). 


of Massachusetts, in rendering its decision up- 


In this case the Supreme Judicial Court 


holding the right of the physician said: “There 
was undisputed evidence, that x-rays taken in 
the hospital laboratory, as these rays were, are 
considered hospital property; that they are not 
taken except on the order of the physician or 
surgeon; that the x-ray pictures themselves are 
indexed, and numbered as a part of the hos- 
pital records ; that, from the pictures, the radiol- 
ogist makes findings in writing, which are a 
part of the x-ray laboratory and are held there 
as part of the records of the hospital.” 

The next case in which this question was 
passed upon was in Hurley Hospital vs. Gage, 
decided on April 21, 1931, by the Circuit Court 
of Genesee County, Michigan, on an appeal 
from a justice court. The basis of the suit 
was a claim for services rendered to the defen- 
dant by the plaintiff hospital in taking a radio- 
graph of the defendant, who refused to pay the 


bill for such services because of the hospital's 
refusal to deliver the radiograph to him in com- 
pliance with his request for it. The Circuit 
Court reversed the judgment of the justice 
court in favor of the patient, and ruled in 
favor of the hospital. In rendering its deci- 
sion, the Court emphasized that the patient paid 
for an opinion of the roentgenogram based on 
the knowledge and experience of the radiolo- 
gist, and not for the material that formed the 
roentgenogram. The Court further pointed 
out that the protection of the hospital might 
depend largely on the proper preservation of 
the roentgenogram and that the hospital should 
keep the films. 


The next case, entitled Throcker vs. Barnum 
and Pinkham, was decided by the Circuit Court 
of Ingham County, Michigan, on April 4, 1932. 
In this case the patient had brought an action 
against her doctors to replevy certain roent- 
genograms that they had taken of her. The 
Court directed a verdict in favor of the de- 
fendant doctors, and in the course of its charge 
to the jury stated: “The undisputed evidence 
in this case is to the effect that it is customary 
that such films be retained by the physician 
who has taken them,—retained by him as a 
part of his record concerning the case; retained, 
I suppose, on the same basis and on the same 
theory that he retains his temperature chart that 
he has made or other record concerning the 
diagnosis or treatment of a case.” 

The last and most important decision was 
handed down by the Supreme Court of the 
State of Michigan in June 1935 in the case 
of McGarry vs. J. A. Mercier Co. The issue 
in this case was the same as in the Hurley 
Hospital case and the Supreme Court held iu 
affirming the judgment of the lower court that, 
in the absence of an agreement to the contrary, 
X-ray negatives are the property of the physi- 
cian or surgeon who has made them incident 
tc the treatment of the patient, notwithstanding 
the cost thereof has been charged to the patient 
or to the one who engaged the physician or 
surgeon, as part of professional services ren- 
dered. I quote at length from the excellent 
opinion written by the Court in this case: “ ... 
Further, plaintiff was fully justified in refus- 
ing to surrender possession of the x-ray nega- 





WALTHER-WILLOUGHBY—Urological Problems 59 


tives. In the absence of agreement to the con- 
trary, such negatives are the property of the 
physician or surgeon who has made them inci- 
dent to treating a patient. It is a matter of 
common knowledge that x-ray negatives are 
practically meaningless to the ordinary layman. 
But their retention by the physician or surgeon 
constitutes an important part of his clinical 
record in the particular case, and, in the aggre- 
gate, these negatives may embody and preserve 
much of value incident to a physician’s or 
surgeon’s experience. They are as much a part 
of the history of a case as any other case record 
made by a physician or surgeon. In a sense 
they differ little, if at all, from microscopic 
slides of tissue made in the course of diag- 
nosis or treating a patient, but it would hardly 
be claimed that such slides were the property 
of the patient. Also in the event of a malprac- 
tice suit against a physician or surgeon, the 
x-ray negatives which he has caused to be taken 
and preserved incident to treating the patient 
might often constitute the unimpeachable evi- 
dence which would fully justify the treatment 
of which the patient was complaining. In the 
absence of an agreement to the contrary there 
is very good reason for holding that x-rays 
are the property of the physician or surgeon 
rather than of the patient or party who em- 
ployed such physician or surgeon, notwithstand- 
ing the cost of taking the x-rays was charged 
to the patient or to the one who engaged the 
physician or surgeon as a part of the profes- 
sional service rendered. Careful research in- 
dicates that the question here presented is one 
of the first impression. While not fully to 
the point, it has been indicated by court decis- 
ions that the negative of an ordinary photo- 
graph, in the absence of an agreement other- 
wise, belongs to the operating photographer, 
though his use thereof may be restricted. Cor- 
liss v. E. W. Walker Co., 64 Fed. 280; Pollard 
v. Photographic Company, 40 Ch. Div. 345.” 
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SOME UROLOGICAL PROBLEMS IN 
GENERAL PRACTICE* 


HENRY W. E. WALTHER, M. D. 
and 


ROBERT M. WILLOUGHBY, M. D. 
NEW ORLEANS 


The complexities arising out of recent ad- 
vances in the treatment of certain urologic 
ailments make it difficult for the specialist to 
present clearly a subject such as this before a 
group of physicians engaged in general prac- 
tice. Yet it is because of these complexities 
that it is most necessary for us to pool our in- 
terests and establish as clearly as possible some 
common ground for mutual understanding. 

While the patient must be given full advan- 
tage of the modern trends in therapy, which 
seem superior to the older modes of treatment, 
one must avoid being led too far afield. It is 
no easy problem to say just how far the family 
physician should proceed with a given genito- 
urinary patient before asking the opinion of a 
specialist that might prove of benefit. In an 
effort to clarify some aspects of the commoner 
urologic problems, this paper is presented. 


PYELONEPHRITIS 


Many years ago, Keyes remarked that “the 
diagnosis of renal infection depends more upon 
arousing the suspicions of the medical examin- 
er to the fact that the patient may have a renal 
infection than upon anything else. Once renal 
infection is suspected, it can readily enough 
be diagnosed.” 

Cabot states that “most of our errors in the 
diagnosis of renal infections come from not 
suspecting them or in not making a sufficiently 
thorough investigation.” About 5 per cent of 
the cases admitted to the Southern Baptist Hos- 


*Read before the Fifty-Eighth Annual Meeting, 
Louisiana State Medical Society, Monroe, April 
26-28, 1937. 
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pital are tound to have infections of the kid- 
neys. 

The three cardinal signs of pyelonephritis 
are: pain, fever and pyuria. Pain is a most 
variable symptom, for it may be experienced 
directly in the affected kidney, or, it may dif- 
fuse to other parts of the abdomen, the groin, 
or the genitals. In many of the cases, tender- 
ness in the affected kidney region will be 
elicited upon superficial pressure, while in 
other cases, only by deep palpation will this 
tenderness be elicited. We believe that careful 
bimanual palpation of the kidney should be 
resorted to more often than it is when the 
patient is extremely ill. It is not easy, in all 
instances, to differentiate right-sided pyelone- 
phritis from ureter calculus or appendicitis and 
it must be remembered that any two of these 
conditions may occur simultaneously. Fever 
presents no regular course; it may be altogether 
absent in chronic renal infection, or intermit- 
tent, or of so transitory a character as to es- 
cape the patient’s observation. In acute pyelo- 
nephritis, it is invariably one of the first signs 
that directs the clinician’s attention toward the 
possibility of renal infection. We find that it 
is worth while to re-emphasize the necessity of 
collecting only catheterized specimens of urine 
for stained miscroscopic smears. The organ- 
isms most commonly found in the urines with 
renal infection are colon bacillus, micrococcus, 
Streptococcus fecails, Aerabacter aerogenes, Pro- 
teus ammoniae and Staphylococcus. Tubercu- 
lous infections will not be included in this dis- 
cussion. 

Obviously, renal illnesses, other than pyelo- 
nephritis, may give almost similar gross find- 
ings. Calculus or tumor shows red blood cells 
in variable amounts; in hyper-acute, infective 
conditions of the pelvis of the kidney, blood 
cells are also found in the urine. An x-ray 
film, in every case, will reveal 
calculi. 


many silent 


It should not be necessary to stress the im- 
portance of complete rest in bed where the 
fever is high and the patient most uncomfor- 
table. A moderate quantity of fluid by mouth, 
where tolerated, assists greatly in eliminating 
the toxins as they form in the kidney. Where 
nausea is a factor, intravenous fluids are indi- 


cated. Just how much fluid these patients 
should receive is still under debate. Some au- 
thorities claim that it is necessary for them to 
receive 2,000 to 3,000 c.c. of water daily; con- 
servative workers, however, feel that such an 
enormous quantity of fluid might be an ad- 
ditional burden on an already embarrassed or- 
gan. The quantity of fluids administered in 
these cases has a direct relationship to the oral 
or intravenous administration of urinary anti- 
septics. It is clearly evident that where a drug 
is prescribed to retard bacterial growth in the 
urine, such an agent will work better in a con- 
centrated media than in a diluted one. Every 
practitioner today has his pet urinary antiseptic 
which he feels is superior to all others. In con- 
trast to those enthusiastic about this form of 
therapy, one of our leading authorities in this 
field says that oral medication simply keeps 
ambitious or mechanical doctors from instru- 
menting their patients. Of the many urinary 
antiseptics now in use, proponents for each one 
of them make claims for superiority ; one group 
of antiseptics is supposed to act more effective- 
ly against bacilli; while another group is sup- 
posed to be more effective in coccal infections. 
The work by Clark on increasing the ketone 
bodies in the urine has focused our attention 
on the value of keeping the pH of the urine 
lew; this applies particularly in combatting 
bacillary infections. However, the ketogenic 
diet has found little favor, either among clini- 
cians, or the patients, for obvious reasons. The 
acid ash diet has almost superseded the one ad- 
vocated by Clark. For results by diet, the pa- 
tient must be hospitalized. Many _ substitute 
ammonium nitrate for the special diets to re- 
duce the pH of the urine; it often works 
equally well. 


The administration of ‘beta-hydroxybutyric 
acid produces satisfactory ketosis, and this drug 
has the added advantage in that it can be ap- 
plied locally with satisfactory results; it is dif- 
ficult to obtain, however, in pure state. Mande- 
lic acid is all the rage at the present moment. 


It seems most effective in the form of am- 
monium mandelate, for here the additional 
acid medications can be dispensed with. At 
the present, mandelic acid is marketed in very 
unpalatable forms. Unquestionably, this dis- 
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advantage will be amended in time. The high 
cost of this drug prevents its wide application. 
Attention must be called to the fact that the 
administration of mandelic acid is not alto- 
gether without danger. Nausea and vomiting ; 
giddiness, buzzing in the ears or temporary 
deafness; diarrhea; casts, albumin and blood 
in urine; severe pain in muscles of neck, arms 
and legs; skin eruption and rashes; edema in 
extremities—these are some of the toxic mani- 
festations that have been reported to the writ- 
ers, but which disappeared when the drug was 


discontinued. Mandelic acid is contraindicated 
where marked reduction in renal function is 
demonstrated. It should be given with the 


utmost care in children. Under the best of 
auspices, one should never prescribe a quanti- 
ty to last longer than two weeks. 

Finally, it should be pointed out that kidney 
infections might be divided under two heads, 
namely: (a) the complicated cases, and, (b) 
the uncomplicated cases. The complicated case 
is one in which some factor other than the in- 
fecting organism perpetuates the ailment; this 
is usually some obstructive factor at or below 
the level of the kidney. Where such an obstruc- 
tion perpetuates a stasis in the kidney pelvis, 
non-surgical treatment will not always avail. 
It is in the uncomplicated lesions of the kidney 
that response to drugs is to be anticipated. We 
would, therefore, suggest this rule: that where 
the case does not respond to adequate medica- 
tion within a reasonable period, say two weeks, 
that the services of a urologic consultant he 
solicited. 

HEMATURIA 


The passing of blood in the urine of a pa- 
tient of any age is an alarming symptom and 
the source of such bleeding should be deter- 
mined at the earliest possible moment. It is 
frequently the only evidence of a tumor some- 
where in the urinary tract and in the major- 
ity of instances is not accompanied by pain. 

In a tabulation made by the Carcinoma Regis- 
try of the American Urological Association it 
was shown that out of 508 cases of bladder 
tumor with initial hematuria only about one- 
half were diagnosed in the first year, almost 
20 per cent had to wait three years for a 


diagnosis, and 26 cases were not actually 


diagnosed for seven years or more. 

Cabot says—‘that hematuria calls for cysto- 
scopy is a matter of elementary knowledge. 
Only the despairing habit of mind born of the 
evil results of incompetent bladder surgery can 
explain—while nothing can excuse—such a state 
of affairs.” When we consider the fact that 
the vast majority of tumors in the urinary 
tract are malignant and that the only hope of 
cure lies in early recognition and treatment, it 
should be apparent to all that hematuria is 
never a symptom to be taken lightly. If there 
is one symptom in urinary diseases where 
prompt consultation with a urologist is urgently 
demanded, it is in patients 
hematuria. 


complaining of 
It is a fact beyond all peradven- 
ture of doubt that cancer among our people is 
on the increase and we are firmly convinced 
that cancer in the genito-urinary tract is becom- 
ing more prevalent. 


Hematuria occurs also commonly in pa- 
tients with urinary calculus and in many in- 
flammatory processes either of recent or long 
standing. However, in these latter conditions 
in many instances bleeding is not profuse; not 
infrequently it is found only upon microscopic 
examination of uninary sediment. Bleeding 
from a new growth, on the other hand, is usual- 
ly most active, the urine frequently resembling 
blood itself. The incidents of these hemor- 
rhages is variable. The initial hemorrhage often 
occurs after a fall or trauma to the affected 
part, after which the patient may have a pro- 
fusely bloody urination; following this he may 
void clear urine for weeks, for months, or for 


years, without having another hematuria. 


We wish to reiterate the point that these at- 
tacks of hematuria are mostly painless. In 
1917, one of us presented a paper before this 
Society on the clinical significance of hema- 
turia, in which it was stated that a study of a 
series of 74 cases demonstrated the fact that 
hematuria was a symptom of a _ new growth 
somewhere in the urinary tract in 50 per cent, 
and, furthermore, that 72 per cent of the tu- 
mors found were malignant. In this series 
the hematuria was due to carcinoma of the 
prostate in seven; there were five cases with 
renal tuberculosis; there were thirteen cases of 
urinary calculus. The figures in the above 
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mentioned analysis tally fairly well with the 
reports of others appearing in medical litera- 
ture. 


Essential hematuria, a term discarded from 
urological nomenclature during the past decade 
as being unscientific, has been honorably re- 
instated to designate those renal hemorrhages 
tor which no gross pathology in the kidney can 
be demonstrated. Such bleedings can prove 
most fractious. Recently Watkins and Thomp- 
son have reported excellent results in this con- 
dition by the administration of moccasin venom 
subcutaneously. It controlled the hematuria 
in an average of two weeks’ treatment in a 
series of patients who bled for an average of 
four years. These observations are note- 
worthy. 

CYSTITIS 


So-called “inflammations of the bladder”, 
bring many patients to the practitioner seeking 
relief because of painful, frequent and urgent 
urinations. In many instances we recognize to- 
day that “cystitis” is very often secondary to 
a primary source of infection in some contigu- 
ous structure, such as the kidneys, the ureter, 
the prostate, seminal vesicles and the urethra. 
These possibilities must ever be borne in mind 
when, upon microscopic examination, the 
catheterized urine sediment shows pus and bac- 
teria. Primary cystitis does occur and its ori- 
gin often is most obscure. The same strains 
of bacteria that were enumerated in our dis- 
cussion of pyelonephritis are also the main in- 
vaders here. 


As regards the opinion long held by many 
that bladder infections are commonly produced 
by catheterization seems now to have been dis- 


credited. The intact bladder mucosa is very 
resistent to infection and it is usually necessary 
for a foreign body actually to abrade the sur- 
face of this inner coating of the bladder before 
bacteria can get a foot-hold. Many years of 
observations made in the urologic wards of sev- 
eral large hospitals bring us to this conclusion. 
It would seem most rational that lymphatic ex- 
tension of infection from affected areas in 
structures adjacent to the bladder might, under 
circumstances of lowered resistance, produce 
cystitis. 


Allergy as a cause of cystitis has been 
brought to our attention most forcefully dur- 
ing recent years; a relatively common food 
idiosyncrasy, that we have observed in produc- 
ing bladder irritability, is tomato juice. Cases 
of strawberry cystitis have also come under our 
observation. 


The various chemical cystitis cases are well 
known. There is one relatively common cause 
for bladder irritability in women that is not 
commonly recognized and that is urethral stric- 
ture. Every year we see at least a score of 
women who have been the rounds, attempting 
to get relief and who, upon repeated occasions, 
revealed an absolutely normal urine, no foci of 
infection elsewhere were found, nor were there 
any signs of extra-vesical pressure or irritation. 
Allergy seemed not to enter here. These wo- 
men had to get up five or six times nightly to 
void and urinated as often as every hour during 
the day. One to three dilations of the urethra 
up to 24 F., or to 30 F., gave prompt relief. 

Certainly conservative treatment, directed at 
an ailment suspected as being a “cystitis”, 
should not be extended over a period of two 
weeks without obtaining tangible results. Where 
the urine continues to show pus and bacteria, 
after a series of weak silver nitrate solution 
instillations, weak postassium permanganate 
solution irrigations and the administration of 
some oral urinary antiseptic, cystoscopic con- 
sultation should be recommended to the patient. 


URINARY RETENTION 

Apart from urethral stricture, the foremost 
cause of difficulty in voiding among aged male 
patients is benign hypertrophy of the prostate 
of the adenoma type, the cause of which is in- 
determinate apart from the fact that a neglected 
chronic prostatitis and an active sexual life are 
believed by many as having a bearing on this 
type of obstruction. The neoplastic theory has 
been largely abandoned because of the struc- 
tural elements. Three forms of prostatism are 
recognized: (1) glandular, (2) fibromuscular, 
and (3) mixed forms. Leiomyomata of the 
prostate arising from the smooth muscles are 
usually from the musculature of the internal 
sphincter and become intimately associated with 
the prostate. These are usually of no import- 
ance except clinically. 
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Carcinoma of the prostate produces fully 25 
per cent of all urinary obstructions and may 
develop in any of the gland structures. Since 
they arise in the posterior portion of the gland 
they are diagnosed readily at rectal palpation by 
their characteristic stony hardness. Sarcoma 
produces so small a proportion of these ob- 
structions, the ratio being about one case in 
every six thousand, that they hardly need be 
considered. We are all cognizant of the ef- 
fects of lower tract obstruction in the urinary 
system. The act of micturition may be 
markedly interfered with even where small 
median lobe enlargements occur, for these, at 
times, produce as much bladder pathology as 
a type IV lateral lobe encroachment. As the 
enlargement increases, the muscle bundles of the 
bladder become more thickened, and, when the 
combined muscular action of both the trigonal 
and vesical muscles fails to empty the viscus, 
we then have residual urine. With reduced 
working capacity, the patient voids more fre- 
quently, followed by a loss of tone in the mus- 
culature, finally resulting in trabeculation and 
diverticuli. This process gradually increases 
in its intensity until there is observed a dilata- 
tion of ureters, pelvis, infundibula, and calyces. 
Finally the renal cortex becomes thinned out 
and impairment of renal function results. 
Urinary reflux may be so great at times that an 
ordinary cystogram study will result in a bi- 
lateral pyelogram. The symptomatology is 
variable and often not in proportion to the real 
pathology present. Early in the process the 
patient’s only complaint may be that he has no- 
ticed a gradual enlargement of the abdomen. 
This increases to difficulty in voiding, and if 
the urine remains uninfected there is little dis- 
comfort. 


If residual urine and infection develop, cal- 
culi frequently form in the bladder, which adds 
additional suffering to the already uncomfort- 


able patient. He begins to arise at night from 
one to six times and there is a hesitancy in 
starting the stream or the stream will start, and 
stop, several times during micturition. There 
is a general feeling of fatigue and loss of ap- 
petite, headaches and slight nausea. If this 
progresses to a more marked stage, definite 
uremia will develop which at times may prove 


fatal. Some cases give no symptoms other 
than slight hemorrhages which occur from the 
dilated structures above the site of obstruction. 
Strictures of the urethra produce much more 
damage to the upper urinary tract, in a shorter 
period of time, than bladder neck obstruction. 
They repair very much less rapidly and leave 
the patient with a greater loss of normal physio- 
logical processes. 

The symptoms of urethral and bladder neck 
obstruction may be summed up under a few 
headings: (1) vesical, (2) renal, and (3) car- 
diac. No type of case requires a more careful 
examination, with special emphasis as to: 

Catheterization, for residual. 

Urinalysis. 

Rectal examination. 

Kidney functional determination. 

Complete blood chemistry. 

Internal bladder neck examination. 

K. U. B. and roentgen ray of chest. 
. Cardiovascular system study. 

The one purpose is to relieve the obstruction. 
If stricture is found, dilate gradually to a 30 F. 
caliber and follow-up with bi-annual examina- 
tions thereafter. 

We do not believe the choice of procedure in 
prostatic obstruction is optional. Our method 
of choice is transurethral resection in the rela- 
tively small growths and prostatectomy in 
massive enlargements. Where malignancy is 
encountered resection plus large doses of deep 
roentgen ray are given. This we believe to be 
the least embarrassing to the patient and pro- 
duces most lasting benefit. 


ACCESSIBLE UROGENITAL NEWGROWTHS 


Newgrowths of the urogenital system, access- 
ible and recognized easily without instrumental 
help occur more commonly than is generally 
supposed. In the male, the most frequent by 
far are the so-called venereal warts or verruca 
acuminata. These are potentially malignant le- 
sions and are usually found back of the corona 
and practically always occur in individuals who 
have not been circumcized. However, this is not 
always so. We have had cases in which the 
verruca were on the body of the penis midway 
between the corona and base of the penis. They 
are readily destroyed by fulguration. Of the 
true malignant tumors, carcinoma of the penis 
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is the most common. Wolbarst states they repre- 
sent 2 per cent of all carcinomata found in man; 
there is a definite age frequency of from forty 
to sixty years; they are most common in indi- 
viduals with long foreskins. This type of 
growth is usually squamous cell epithelioma of 
the epidermoid type. The fibrous coverings of 
the corpora prevent early extension. Metas- 
tases spread through the inguinal lymph nodes 
and nearly always the glands are palpable when 
the lesion is brought to the attention of the 
physician, representing itself in a small, ulcer- 
ated area of papillary growth. The diagnosis 
is made only by scrapings submitted to histo- 
logic examination by a competent pathologist. 
It is quite important to know the grade of ma- 
lignancy in order to outline a method of treat- 
ment. Nesbit is of the opinion all cases should 
be subjected to amputation, this to be followed 
by radiation. 


In the female, urethral caruncle often pro- 
duces distressing symptoms and should be 
promptly destroyed by fulguration, because 40 
per cent of them are either cancer or potentially 
malignant processes. 


Tumors of the testicle have attracted much 
interest in the last few years due to their se- 
riousness; promptness of diagnosis and treat- 
ment mean everything as regards ultimate fu- 
ture of these unfortunate patients. There is 
still considerable dispute as to the pathogenesis 
of these tumors; the reason for this uncertainty 
is due to their infrequent occurrence. They do 
not occur with any more frequency in unde- 
scended testes than in those that have reached 
their normal bed. Embryonal tumors are most 
common, occurring in 85 per cent of all cases 
operated upon; next in frequency are the tera- 
tomas, representing 12 per cent of all cases; the 
remaining 3 per cent comprising miscellaneous 
tumors. Recently, considerable work has been 
done as to whether these tumors gave off a 
corresponding hormone. Most of the embry- 
onal tumors do secrete a hormone similar to 
that of a pregnant woman of four or five 
months. The symptoms as a rule are gradual 
in onset, the testicle enlarging without pain, 
most patients giving a history of trauma which 
is of only secondary consequence, as the tumor 
may have been present for as long as three or 





four years before the patient seeks medical ad- 
vice. Most clinicians rely on palpation, to a 
more or less degree, in making the diagnosis, 
The testis is usually smooth, slightly more firm 
than normal, nodules and irregularities occur 
late ; even then there is no pain or pressure. The 
differentiatial diagnosis may be confused with 
gumma, tuberculosis, epididymitis, or orchitis. 
These tumors metastasize readily to the retro- 
peritoneal lymph glands and to all organs. How- 
ever, it is most frequently seen in the lungs and 
is best found by a plain film of the chest. 

The treatment is operative, followed by radia- 
tion; some of these tumors are very radio- 
sensitive, others mildly so, and a certain per 
cent are very resistant. The recovery of these 
individuals is in direct relation to the degree of 
malignancy, and whether it be radiosensitive or 
radioresistant. 

CONCLUSIONS 

1. In uncomplicated cases of pyelonephritis, 
rest in bed, establishing adequate elimination 
and the oral administration of suitable medica- 
tion for ‘the specific infectious organism in 
question will often suffice. Where relief is not 
forthcoming promptly under such a plan, in- 
strumental investigation and therapy is indi- 
cated. 

2. Every hematuria should be subjected to 
cystoscopic study promptly as bloody urine is 
commonly the only symptom of malignant 
growth somewhere in the urogenital tract. 

3. Cystitis is often a symptom of a lesion 
in some structure contiguous to the bladder as 
the prostate or kidneys. Urethral stricture 
often simulates cystitis. Food allergy as a cause 
of bladder irritation must be remembered. 

4. The extent of pathologic enlargement of 
the prostate cannot always be demonstrated by 
rectal palpation; the degree of intravesical en- 
croachment is determined only by cystoscopic 
study. Extensive hypertrophies are best re- 
lieved by prostatectomy; for small lobes, bars 
or in carcinoma, transurethral prostatic resec- 
tion is ideal. 

5. Venereal warts and caruncles on the ex- 
ternal genitals must be regarded as potentially 
malignant lesions and demand prompt destruc- 
tion by fulguration. Cancer of the penis and 


testis calls for radical measures. 
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DISCUSSION 


Dr. F. J. Lindner (New Orleans): It is unfor- 
tunate that Dr. Walther had to rush such an im- 
portant paper. I just want to stress one point in 
regard to urologic investigation. I feel that here is 
too much procrastination, or lack of realization, as 
to the underlying pathology of these urologic con- 
ditions on the part of the general practitioner, 
who allows these patients to go on for too long a 
time before they are subjected to a thorough uro- 
logic investigation. 

This is particularly true in chronic obstructive 
infections of the kidney due to renal calculi ob- 
structions in the ureter. We see so many of these 
individuals who go on, having vague symptoms, 
it is true, for periods from over a year to five or 
more years. These cases have gone on, visiting 
one or several doctors, being treated for cystitis 
with urinary antiseptics. When the urologist sees 
these cases, the underlying pathology is pyone- 
phrosis, chronic pyelonephritis or hydronephrosis 
due to renal calculi, urethral calculi, kinks of the 
ureter, stricture of the ureter, and obstruction due 
to abnormalities, and it is then necessary, owing to 
the destruction of the kidney, to do a nephrectomy, 
whereas, if these individuals were subjected, at 
their first call on the doctor, to a thorough uro- 
logic investigation, in a large percentage of these 
eases the individual would still have a good sound 
kidney. 

Another point: it does seem remarkable at this 
age of scientific medicine, that such carelessness 
in examination of patients should exist as shown 
by the report of the Carcinoma Registry of the 
American Urological Association as to hematuria. 
When one is shown a record of over 500 cases in 
which hematuria was the initial symptom, and that 
in the first year only 50 per cent should be diag- 
nosed, and that 20 per cent should go on for three 
to four years before cystoscopic or urological in- 
vestigation, certainly something should be done 
to educate both the doctor and the layman as to 
the seriousness of these conditions. 





METABOLIC DISEASES OF THE 
NERVOUS SYSTEM* 
ERWIN WEXBERG, M. D.7+ 

NEw ORLEANS 


Che fact that nutritional deficiency, or avita- 
minosis, may cause organic diseases of the ner- 
vous system in man, as well as in experimental 
animals, has been known for a long time. How- 
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Parish Medical 


ever, until recently, the only conditions referred 
tu a metabolic factor in human pathology, were 
pellagra, a characteristic skin condition, often 
combined with an acute psychosis, and beriberi, 
or avitaminotic polyneuritis, the former sup- 
posed to be due to avitaminosis B, the latter 
te vitamin B, deficiency. 


BERIBERI IN THE SOUTH 


Beriberi, primarily described as an endemic 
disease of the far East, has been observed in 
the southern part of this country, too, and par- 
ticularly in Louisiana. I am quoting Scott and 
Herrmann, who wrote, in 1928: “So far as we 
are aware, no deaths (from beriberi) prior to 
1921 were reported for Louisiana. In fact, 
only five have ever been recorded at the state 
bureau of vital statistics, and those in the years 
of 1922, 1923 and 1926. In 1927 there were 
two cases at the Charity Hospital, New Or- 
leans, and one in the parish prison, though they 
seem not to have been reported as beriberi. 


“So far as we are aware, Young was the first 
to report the occurrence of beriberi in Louisi- 
ana. We assume that the rice industry was then 
only in its infancy, presumably having begun 
late in the eighties of the last century. Young 
reported that he had seen 40 cases between 
1898-1903, but knew of a large number of 
others coming under the observation of a col- 
league in Abbeville, the parish seat of Ver- 
milion Parish. 


“In 1921 Dr. C. W. Lewis of Eunice, La., in 
St. Landry parish, directed the attention of the 
state board of health to a large number of cases 
of beriberi in his district. An investigation was 
carried out by one of us and a condensed report 
was published. Two years later, in 1923, Lewis 
again drew our attention to an outbreak and this 
also was investigated thoroughly. this 
time, beriberi has been reported from a number 
of other parishes. 


Since 


“By a happy coincidence, just as our interest 
was aroused in this outbreak, we were accorded 
the privilege of studying a group of patients 
with prison beriberi. The latter outbreak appear- 
ed in the parish prison in September and Oc- 
tober, 1927, and was attributed to a definitely 
faulty diet in which, however, rice did not play 
auy part whatever. 
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“The previous prison fare, according to the 
prisoners, had consisted of a stew of salt pork 
o1 beef and boiled hard cowpeas or beans or 
carrots and soup and white bread, molasses and 
water. Milk, fresh vegetables or fruits were 
not served. The prison fare was sufficient in 
amount, but monotonous and definitely without 
vitamins, since the legumes were so hard that 
they were not eaten. 

“Not a single case of beriberi developed 
among those prisoners who received food from 
relatives and friends on the outside. 

“There were 10 cases in the parish prison 
besides the four true cases of beriberi received 
at the Charity Hospital.” 

It is probable that the report of Scott and 
Herrmann was responsible for an improvement 
of diet in the New Orleans Parish Prison, since, 
between 1927 and our time, no other outbreak 
of endemic beriberi ia that prison has been re- 
ported. However, there is under my observa- 
tion one case of true beriberi of a colored man, 
who developed that disease during a six months’ 
stay in the New Orleans Parish Prison. It 
was a rather serious case, with edema and myo. 
cardial involvement, and the patient still has not 
recovered, though he is considerably improved. 

In 1927, Scott and Herrmann realized from 
their own experiences that the former theory, 
according to which beriberi was due only to a 
diet of polished rice, had to be abandoned. Vita- 
min B, is found, as we know today, in to- 
matoes, beans, cabbage and fresh spinach, and 
every diet deficient in those vegetables may 
cause beriberi. However, recent investigations 
seem to have enlarged considerably the number 
of possible etiologic factors, even beyond any 
dietary deficiency whatsoever. Early as well as 
recent observations gave evidence of occurrence 
of acute or subacute multiple neuritis of the 
beriberi type in different gastrointestinal con- 
ditions, like occlusion of the common bile duct, 
unspecific gastroenteritis, ulcerative colitis, can- 
cer, benign achlorhydria, postoperative vomit- 
ing, and after different kinds of operations on 
the gastrointestinal tract. These well-established 
facts (see Winans and Perry, Christopher, Pas- 
kind and Snorf, J. M. Barnes, Urmy, Eagle, 
Allen and Jones, O. C. Perkins et al.) can be 
interpreted in two ways: It may be that the 
serious trouble of absorption caused by gastro- 





intestinal disease involves deficient absorption 
of vitamins, so that we would have to consider 
those conditions as true avitaminoses ; or, on the 
other hand, it is possible that we are dealing, 
in those cases, with starving processes, direc‘ly 
caused by lack of foodstuff or inability to digest 
it. Pathologic changes in the peripheral nerves 
due to experimental starvation have been proved 
to be quite similar to those from vitamin I? 
deficiency. Both interpretations may be true. 
In addition to that, we have to face the fact that 
avitaminosis B itself mostly causes severe gas 
trointestinal trouble, so that a vicious circle will 
develop. 

In accordance with those facts, puerperal 
polyneuritis, which mostly occurs together with 
or after pernicious vomiting, could be explained 
on the line of avitaminosis, too. For the min- 
ority of cases of puerperal polyneuritis without 
pernicious vomiting the explanation was pos- 
sible that due to the increased need for vitamins 
in pregnancy, both for the mother and the fetus, 
a relative avitaminosis might easily arise, even 
with an average diet, particularly when the lat- 
ter contained increased amounts of carbohy- 
drates together with only average amounts «f 
vitamins. It seems that the vitamin B require- 
ment increases with the carbohydrate content of 
the food (Vorhaus, Williams and Waterman). 

ALCOHOLIC POLYNEURITIS 

Another important step toward enlargement 
of the conception of avitaminotic diseases was 
done when, in 1930, Wechsler proffered the 
idea that many, if not all, of the cases of so- 
called alcoholic polyneuritis might be due to 
vitamin deficiency. Wechsler’s theory has, since 
that time, been almost brought to evidence by 
cther observers. Strauss treated two equal 
cases of alcoholic polyneuritis with high vita- 
min diet, one group being kept without alcoholic 
drinks whereas the patients of the other group 
were given ‘the same amounts and kinds of 
drinks they used to drink before. Both groups 
recovered in the same time. The symptoms of 
beriberi and those of alcoholic polyneuritis are 
scarcely different from each other. Several ex- 
planations for the avitaminotic origin of alco- 
holic polyneuritis offered themselves: (1) the 
fact that many chronic alcoholics do not care 
for eating at all, the less since a considerable 
part of their caloric requirement is supplied by 
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alcohol itself; (2) that alcoholic polyneuritis be 
secondary to the chronic gastrointestinal dis- 
turbance found in alcoholism, particularly iv 
achlorhydria which is frequent; (3) that a rela- 
tive avitaminosis develops due to the additional 
supply of calories contained in alcohol. Again it 
may be stated that all three of those explan- 
ations may be true. 

When I first started neuropsychiatric work 
in New Orleans, in January 1935, I soon was 
struck by the exceeding frequency of cases cf 
polyneuritis, with or without acute mental dis- 
turbance, and with or without history of alco- 
holism. The therapeutic test, showing excellent 
results of high vitamin diet in practically all 
cases, was entirely in favor of Wechsler’s ideas, 
as far as alcoholic cases were concerned. In 
addition, I found that acute psychoses, states of 
delirium, Korsakoff’s syndrome, hallucinosis, 
regardless whether being alcoholic in origin or 
not, seemed to react even faster to high vitamin 
diet than the peripheral disease. This held also 
in cases of acute psychosis without polyneuritis, 
as, e. g., in a case of acute stupor of an entirely 
catatonic type which might have been considered 
as schizophrenia with an acute onset, but which 
cleared up within several days when the vita- 
min supply was increased. The same was true 
with cases of pellagra psychosis. According to 
those experiences, the conditions of alcoholic 
polyneuritis, acute alcoholic psychosis (delirium 
or hallucinosis), Korsakoff’s syndrome, toxic 
psychosis with or without gastrointestinal origin, 
polyneuritis from gastrointestinal disturbances 
or without any known etiology whatever, and 
pellagric psychosis, everyone of them hitherto 
being considered as a nosologic entity by itself, 
seemed to melt into one another forming one 
large group of peripheral and cerebral con- 
ditions which, though possibly very different 
as to particulars of their pathology, had one 
factor in common: an underlying metabolic dis- 
turbance, be it plain avitaminosis, gastrointes- 
tinal disturbance, pregnancy, alcoholism, star- 
vation or some other unknown metabolic patho- 
logy. In order to get somewhere, I had to 
abandon, at least in practice, the idea of an en- 
tirely specific action of different vitamins. Inci- 
dentally, this idea has been considerably shat- 
tered already by recent experimental research. 
It is known that neurologic and psychiatric 


troubles can be related to different vitamins of 
the B group, to the A vitamin (Mellanby) and 
perhaps even to vitamin C. All of them are to 
be considered as chemical catalysts which, 
though different from one another, nevertheless 
are intimately cooperating in their stimulating 
influence on the metabolism of the nervous sys- 
tem. Asphyxia or partial starvation atrophy of 
nerve cells and fibers probably can be brought 
on in most different ways. The result will be 
similar, though not identical, partly due to 
immediate damage done to the nerve tissue, 
partly to its decreased resistance against poisons 
like alcohol, or autotoxins. 


FUNJCULAR MYELITIS 


Certain observations led me to believe that, 
in addition to peripheral and cerebral conditions, 
most of them already well known in that re- 
spect, there might be cases with spinal localiza- 
tion, too, belonging to the group of metabolic 
diseases. I saw cases of combined tract disease, 
or funicular myelitis, much more frequent here 
than somewhere else. The condition is char- 
acterized, as you know, by a combination of 
pyramidal tract and posterior tract symptoms 
and is due to pathology of those tracts. It is 
supposed to occur most frequently in pernicious 
anemia. It may, clinically, look like a tabes 
dorsalis, but with a positive Babinski’s sign, or 
it may present a spastic paraplegia together with 
ataxia and impairment of deep sensibility. 1 
observed that among four cases of that kind 
with no evidence whatever of luetic origin, there 
were no signs of pernicious anemia either. Mod- 
erate secondary anemia together with hypacid- 
ity or anacidity of the gastric content was more 
frequent. Then, obviously, pernicious anemia 
could not be the most frequent cause of that di- 
sease, but possibly a coordinated symptom, like 
achlorhydria. Recently, pernicious anemia and 
achlorhydria have been brought in some con- 
nection to avitaminoses, both supposed to be 
due to deficiency of the “liver factor.” There 
was no difficulty whatever in generalizing that 
idea and considering combined tract disease, 
whether or not combined with pernicious anemia 
and achlorhydria, as a metabolic deficiency con- 
dition. The result of treatment based on that 
hypothesis, proved entirely satisfactory. I never 
saw such excellent results of treatment of com- 
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bined tract disease, as I saw after administra- 
tion of high vitamin diet, together with liver 
extract. The following case may be quoted: 


CASE REPORT 


A. F., aged 52, a white female, was admitted to 
Charity Hospital on October 1, 1936. She had com- 
plained for the past three years of a gradual loss 
of strength in her lower extremities, together with 
numbness and loss of sensation. She never was 
suffering from pains. During the past three 
months the patient could not walk at all. Her 
appetite is good. There are no gastrointestinal 
troubles. She denies use of alcohol and venereal 
disease. No considerable loss of weight has been 
observed. The physical examination shows: skull, 
pupils and cranial nerves all normal but for an 
irregular horizontal nystagmus of average speed 
toward both sides, with its slow component inward. 
She has been hard of hearing since childhood. 
Normal findings in upper extremities. Lower ex- 
tremities show considerable hypotonia. The active 
movements are normal, with adequate strength. 
There is severe locomotor ataxia. Muscle and 
joint sensibility are abolished, skin sensibility 
normal. Patellar and achilles reflexes are absent. 
Plantar reflexes positive and equal on both sides. 
Babinski’s sign is positive on both sides, Oppen- 
heim’s sign positive on right. Patient is entirely 
unable to stand. Wassermann negative in blood 
and spinal fluid. Blood count shows moderate 
anemia of hypOchromic type, no abnormal cells. 
Other spinal fluid findings normal. Gastric con- 
tent: free acidity 20, total acidity 25. Improve- 
ment started a few days after treatment with high 
vitamin diet and liver extract was started and 
she improved. Four weeks after admission, 
patient is walking by herself, without any support, 
though ataxia still is to be noticed. 

The surprising fact in cases of this kind is 
that a condition which started as early as three 
years ago and, since that time, became prog- 
gressively worse, would turn into recovery 
immediately after the vitamin treatment had 
been started. Then, it obviously could not have 
been “degeneration” of fiber systems, as those 
conditions frequently have been called. There 
is no regeneration in the central nervous system. 
Iz seems that metabolic disturbance of tissues 
in the central nervous system may continue for 
years, and cause considerable disturbance of 
function, without necessarily producing degen- 
eration. Naturally, not all cases are equally 
benign. Frequently, one may see some improve- 
ment immediately after the vitamin treatment 
has been started, and, after one or two weeks, 


a standstill, without any progression or recov- 
ery, for indefinite time. Obviously, in those 
cases, part of the fiber systems already have 
degenerated, and improvement went as far as 
it possibly could go, re-establishing function of 
those nervous elements which had survived. 


TRANSVERSE MYELITIS 


This seems to hold, still more, for another 
group of spinal diseases which, as far as I can 
see, are to be considered as being of a similar 
kind, though up to now, clinicians do not seem 
to have noticed it. I mean those rather fre- 
quent cases of transverse myelitis of unknown 
origin, in which neither lues nor any definite 
focal infection can be brought to evidence. Of 
course, the idea, hitherto generally accepted, of 
some kryptogenic infection can hardly be re- 
futed. However, it cannot be proved either. 
On the other hand, among my observations, 
there are five cases of that kind, three of which 
showed definite improvement after high vita- 
min diet had been introduced. In none of those 
cases, it is true, recovery can be reported. All 
of them showed that type of development, to- 
gether with treatmem, which I mentioned con- 
cerning certain cases of combined tract diseases: 
almost sudden improvement together with the 
beginning of high vitamin diet, followed by a 
standstill which kept on as long as observation 
was continued. Certainly, in cases of transverse 
myelitis we are dealing with another kind of 
pathology, possibly necrosis of vascular origin. 
Vascular changes, however, might easily be due 
to metabolic disturbance. Mellanby described 
spinal pathology in the experimental animal 
from vitamin A deficiency. According to his 
theory, vitamin A is, primarily, to be considered 
as the ergot-poisoning preventing factor, ergot 
being contained not only in claviceps purpurea, 
but in wheat embryos too, so that whenever 
that vitamin is deficient, every food containing 
flour might cause symptoms of ergotism. The 
fact that occlusion of blood vessels with con- 
secutive gangrene plays an outstanding role in 
ergotism, is well known. If, then, Mellanby’s 
observations are true, necrosis of the spinal 
cord of vascular origin may easily be due to 
vitamin A deficiency. Of course, concurrence of 
different etiologic factors is never to be exclud- 
ed; therefore, infection may be in question, too, 
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in every case of that kind, which, by the way, 
even holds for beriberi. However, the role of 
infection is perhaps not a specific one. It may, 
ir some cases, only account for some metabolic 
change, like increased basal metabolic rate dur- 
ing fever and, together with that, for relative 
vitamin deficiency. On the other hand, the 
idea might not be out of the way that even 
in those cases with obviously infectious origin, 
luetic transverse myelitis for example, a meta- 
bolic factor is essential for the development of 
pathologic changes. At least, a therapeutic test 
along those lines certainly is justified. 


CLASSIFICATION OF CASES 


My material of observation consists of 47 
cases, a summary of which is given in the fol- 
lowing tables. As can be seen from table 1, 
21 of them are considered alcoholic in origin, 
all but two presenting the usual alcoholic symp- 


Table 1 


CLASSIFICATION OF CASES 


Acute psychosis 

Acute psychosis with polyneuritis 

Polyneuritis 

Beriberi 

Pellagra psychosis 

Pellagra polyneuritis 

Puerperal polyneuritis 

WET, I cect terete prrerenmeare 1 

FS LAAT AE LT _4 

Alcoholic Korsakoff’s syndrome —........--_»=»»=S : 

Alcoholic polyneuritis 

Alcoholic delirium and polyneuritis 

Alcoholic hallucinosis and polyneuritis 

Alcoholic delirium, Korsakoff’s syndrome and 
polyneuritis 

Alcoholic Korsakoff’s syndrome, polyneuritis and 
ee 

Alcoholic hallucinosis, polyneuritis and pellagra_ 1 

Alcoholic tranverse myelitis 

Tranverse myelitis 

Combined tract degeneration 

Transverse myelitis and Korsakoff’s syndrome 1 

Combined tract and anterior horn degeneration 1 


toms of polyneuritis, delirium, hallucinosis, and 
Korsakoff’s syndrome in various combinations, 
in two cases together with pellagric dermatitis. 
I added two cases of transverse myelitis, not 
because I am sure of their alcoholic origin, but 


because that etiology certainly ought to be con- 
sidered. 


The etiology of the remaining 26 non-alcoho- 
lic cases may be seen from table 2. The largest 
group, 11 cases, is that of cases without any 


Table 2 


ETIOLOGY 


~ Gastrointestinal 
Starvation 

» Cachexia 
Puerperal 
Acute 
Infection 

~ Unknown 


LS) 


Acute psychosis 

Acute psychosis with 
polyneuritis 

Polyneuritis 

Beriberi 

Pellagra psychosis 

Pellagra polyneuritis _ 

Transverse myelitis - 

Combined tract degen- 
eration 

Combined tract and an- 
terior horn degenera- 


Transverse myelitis 
with Korsakoff’s syn- 
1 


2 28328 S&S 
known etiology. I am considering metabolic 
disturbance as an etiologic factor because the 
symptomatology is similar to cases brought to 
evidence by the case history. However, I do 
believe that too much stress ought not to be 
zid on the anamnesis concerning nutrition. On 
the one hand, the statements given by patients 
are rarely reliable. It requires more intelligence 
and interest in nourishment than most patients 
seem to have, in order to tell exactly how much 
fruit, fresh vegetables and butter have been con- 
sumed. On the other hand, even definite 
undernourishment which may be found out by 
loss of weight, does not necessarily mean meta- 
bolic deficiency in that sense in which the term 
is being used by us. There are many under- 
nourished people without any nervous deficiency 
symptoms whatsoever, and it is true that we 
cannot account for that. The therapeutic test, 
consisting in definite improvement after vita- 
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min administration, certainly does not prove the 
condition to be caused by deficiency in vitamins ; 


however, since we know that those vitamins con- 
cerned, mainly the B group and vitamin A, have 
definite influence on the metabolic processes 
of the nervous system, the conclusion seems tc 
be justified that improvement by vitamin treat- 
ment is to be explained by some metabolic path- 
ology, whatever it may be. It would be wrong 
to call it avitaminosis. It is better to speak of 
a neuro-metabolic crisis, which means: (1) that 
we are dealing with processes going on in the 
nervous system, with various localizations; 
(2) that metabolic derangement is one of the 
pathogenic factors, perhaps the most important 
one; (3) that the process has, primarily, the 
character of a crisis, i.e. of an acute or sub- 
acute disturbance which may end either in recov- 
ery or in an irreversible degenerative process. 
The metabolic derangement itself may be caused 
by starvation, by unbalanced diet, by deficiency 
of absorption due to gastrointestinal disease, or 
by an absolute or relative lack or surplus of 
catalysts required for nervous metabolism, the 
catalysts being supplied by vitamins on one 
hand, by endogenous hormones on the other. 
We probably are dealing with either cellular 
starvation or cellular asphyxia of the nervous 
tissue, which may or may not be accompanied 
by a general metabolic disturbance. 
ETIOLOGY 

It will be seen from table 2 that infection 
dloes not seem to play an important role among 
the causative factors. Formerly it has been 
believed to be the most important one in cascs 
of polyneuritis, acute psychoses and myelitis, 
probably because infection was taken fo- 
granted whenever no other cause was found. 
Some bad teeth, infected tonsils, sinuses, or 
appendices were mostly at hand. Concerning 
the three cases with infectious etiology, some 
direct toxic or bacterial invasion of the nervous 
system does not seem altogether probable; 
rather it may be assumed that the increased 
basal metabolism in fever brought on a relative 
deficiency of catalysts, vitamins or hormones. 
Once the neuro-metabolic crisis is started, 2 
vicious circle develops with gastrointestinal dis- 
turbances caused by the deficiency and, in turn, 
increasing the deficiency by lessening absorp- 
tion. 





An analysis of the gastric contents has been 
done, for technical reasons, in only 11 of the 47 
cases. The acidity was found normal in three 
cases, increased in two, and decreased or al- 
most absent in six cases. The incidence of 
hypochlorhydria in six out of 11 cases is not 
quite as high as might have been expected 
according to the experiences of other observers. 
However, it is still high enough to justify the 
belief that the function of the gastric glands 
plays an important role, either as a coordinated 
symptom, or as a causal factor, or as both. 


TREATMENT 


Table 3 gives the results of treatment and 
the final outcome in those 32 cases in which 
observation was long enough to allow judging. 


TABLE 3 
o 
3 
3 a 
S 28 
a Z a = 3 z 
S5a5°5 3 
Dae me 8 S 
efezze a¢& 
Acute psychosis —._......... 1 1 2 
Acute psychosis with poly 

0 ees 1 1 
Polyneuritis — 4 4 
EERIE SEE SASS eens seer 2 2 
Pellagra psychosis __._.. : a § 
Pellagra polyneuritis _.._ 1 1 
Puerperal polyneuritis — 1 1 
Alcoholic hallucinosis —__. 2 2 
Alcoholic hWorsakoff’s syn- 

Se ee 1 1 
Alcoholic polyneuritis —. s & & 3 6 
Alcoholic halluctnosis with 

Pee 1 1 
Alccholic delirium, Korsa- 

koff, polyneuritis 1 
Alcoholic Korsakoff, poly- 

neuritis, pellagra —.__. 1 1 
Alcoholic hallucinosis, poly- 

neuritis, pellagra _._. 1 1 
Transverse myelitis — 2 1 3 
Combined tract degenera- 

es ee ee 2 = 1 2 
Combined tract degenera- 

tion, ant. horn degener’n 1 1 
Transverse myelitis, Korsa- 

koff’s syndrome —_..___._— 1 1 

ee 42ea2e3i1:3:3 3 





WeExBERG—Metabolic Diseases of Nervous System 71 


Omitting three cases which died from inter- 
current diseases, there were 22 cases treated 
with high vitamin diet, whereas six received 
ordinary diet. Two of these remained unini- 
proved; but only one out of 22 in the vitamin- 
det group went without improvement. In addi- 
tion, it must be noted that the regular hospitzl 
diet, unsupplanted, is probably richer in vita- 
mins than the average home diet of the southern 
farmers and laborers who come to Charity Hos- 
pital. This may partly account for the improve- 
ment in the four cases with regular diet. 


The high vitamin diet given in our hospital 
included all kinds of vitamins, without laying 
particular stress on the non-fat-soluble B group. 
The patients were given fresh vegetables, fruit, 
fruit juices, tomato juice, cod liver oil, yeast, 
and liver extract. According to what has been 
mentioned before, our knowledge about specific 
functions of different vitamins is not so well 
established as to justify any distinction in the 
therapeutic diet. 


SUMMARY 


Summarizing, I believe that the therapeutic 
results of other observers, as well as mine, are 
encouraging enough to justify recommendation 
of therapeutic high vitamin diet in the follow- 
ig cases: 

(1) Neuritis and poiyneuritis, particularly 
those of alcoholic origin or without any known 
etiology ; however even in cases in which somz 
specific toxic or infectious origin is established, 
high vitamin diet is in question as an accessory 
treatment, considering the fact that the specific 
agent must not be, in every case, the only re- 
sponsible factor; (2) all kinds of acute or sub- 
acute myelitis of unknown or alcoholic origin, 
particularly combined tract disease and trans- 
verse myelitis ; again, existence of some specifi: 
etiologic factor, e. g. lues, is no reason why 
vitamin diet should not be given in addition to 
specific treatment, with some chance of improv- 
ing the latter’s results; (3) acute and subacute 
“toxic” or “infectious” psychoses, whether 
alcoholic in origin or from some other known or 
unknown cause. I have to admit that the thie- 
oretical foundation of this treatment, merely 
as a therapy, is far from being self-evident. 
However, considering the fact that it probably 
will take considerable time until the theoretical, 


experimental and biochemical approach to the 
problems concerned will be able to bring on 
their solution, I believe that therapeutic experi- 
ments on a larger scale which scarcely can do 
any harm, might even teach us something, if 
not all, about the pathogenesis of those con- 
ditions, and about the physiology of nervous 
metabolism. That is why I want other ob- 
servers to give the vitamin treatment of ner- 
vous diseases a fair trial and to report about 
their results. 


DISCUSSION 


Dr. C. S. Holbrook (New Orleans): I was very 
interested in Dr. Wexberg’s work, and had two 
sensations while he was reading the paper; during 
the first three quarters of it I thought he was 
making many claims and including a number of 
different conditions, and trying to establish one 
cause for them, but as he read on I saw he did 
not mean that at all. He was decidedly not too 
assertive as to the role played by deficiency diet 
in the numerous and very different disturbances. 
There is no doubt as to the effect of a diet lacking 
adequate vitamins in such diseases as_ beriberi, 
pellagra, and some neurologic disorders. In al- 
cohol’c neuritis it is not very definite. Maurice B. 
Strauss of Boston believes that high vitamin in- 
take, or sufficient vitamin intake, protects the nerve 
cells from the effects of alcohol. Most individ- 
uals who use alcohol excessively stop eating, and 
in that way alcohol may directly attack the nerve 
tissues which are not protected by a moderate in- 
take of vitamins. It would be unfortunate if we 
treated cases of alcoholic neuritis by permitting 
them to have the usual amount of alcohol; these 
chronic alcoholics are difficult, at best, to alter in 
any way. Going through a most painful ex- 
perience of neurit’s, being bedridden for two or 
three months, and suffering a terrific amount of 
punishment frequently leads one to become a total 
abstainer. Dr. Strauss states he gets satisfactory 
results whether or not he withdraws the alcohol, 
provided he places the patient on a high vitamin 
diet. I think this might help us understand the 
cause of neuritis that develops in some people 
and not in others, but I am sure that Dr. Wexberg 
and no one or us would treat a case of alcoholic 
neuritis and encourage the patient to take the 
usual amount of alcohol. 


The case of combined sclerosis was interesting. 
We see a number of individuals suffering with 
subacute combined sclerosis of the spinal cord in 
which the etiology can not always be determined. 
The case history that Dr. Wexberg presented would 
have been more impressive had the patient not 





72 WeExBERG—Metabolic Diseases of Nervous System 


received liver. The patient was given high vita- 
min diet with injections of liver, and he responded 
very well. We see cases of primary anemia which 
do much the same thing. I do not think there is 
any reason to criticize the hospital diets of today 
for being deficient in vitamins, yet we see a num- 
ber of patients with pernicious anemia who do not 
respond to this type of treatment until injections of 
liver extract are given. 

The cases of myelitis I have seen usually develop 
in patients in the upper walks of life, patients in 
whom there had not been any dietary deficiency 
and who were not poor or of very restricted 
means. I am not impressed with avitaminosis as 
playing any part in the causation of myelitis that 
I have observed. 

All this is an interesting thing to think about. 
The work Dr. Wexberg is doing is most praise- 
worthy and I hope he will continue it. I wish 
him a great deal of success. 


Dr. L. L. Cazenavette (New Orleans): Dr. Wex- 
berg has brought before us a subject of great in- 
terest on which I would like to make a few re- 
marks. 

Organic diseases of the nervous system cause 
disability in accordance with the different parts 
affected; the brain, the spinal cord, the nerves. 
Those of us who have seen well marked cases of 
multiple neuritis of alcoholic origin will recall the 
months and sometime years of disability during 
the period of treatment and convalescence which 
may and may not be followed by a complete cure. 
So that any new light on the cause of these affec- 
tions which would either prevent them or shorten 
the period of disability is certainly deserving of 
our attention. 

Nutritional deficiency as cause or contributory 
factor in organic nervous diseases has been the 
subject of intense research ever since the dis- 
covery of its role in pellagra and beriberi. It has 
been observed that those patients who do not take 
sufficient nourishment while at the same time par- 
taking of alcoholic drinks are those prone to de- 
velop multiple neuritis. This insufficient amount 
of nourishment and consequently insufficient vita- 
min intake may be the fault of gastrointestinal or 
hepatic disturbances so frequently met in such 
cases. The anorexia and vomiting may prevent 
the individual from receiving nourishment; if re- 
ceived it may not be digested, if digested it may 
not be assimilated. These and other conditions 
must be taken into consideration as possible con- 
tributing causes of multiple neuritis. 

Another point is that the term neuritis has been 
loosely used. In peripheral neuritis of alcoholic 
origin we are dealing with a degenerative process in 
the nerves and not a true inflammatory one. When 
degeneration is established it requires a very long 


time for the re-establishment of function in the 
affected nerves. Erb long ago has shown that 
under the most favorable conditions the regenera- 
tion of nerve fibers takes place very slowly, prob- 
ably at the rate of not more than one centimeter 
a week. This explains the very long duration of 
the paralysis in these affections. 

I read that Dr. Maurice B. Strauss of Boston 
reported a study made on ten patients suffering 
from “alcoholic’’ neuritis who were allowed to con- 
tinue the intake of liquor amounting to from a 
pint to a quart daily, provided they also consumed 
a well-balanced, high vitamin diet and that the 
polyneuritis of all patients improved during con- 
stant administration of large amounts of alcohol. 
Others have reported rapid favorable results after 
the administration of vitamins in such cases. 
My observations of numerous patients with al- 
coholic neuritis in my service at the Charity and 
in private practice, my knowledge of these condi- 
tions and my natural conservative views do not 
permit me to accept these as facts. Lately I have 
treated cases of alcoholic neuritis with high vita- 
min cOntent in their diet and I am sorry to say 
that I have not observed quicker results as com- 
pared to former treatments. 


Experimental research seems to prove that avi- 
taminosis may be the cause of degenerative dis- 
eases of the spinal cord. Should this prove true 
an early diagnosis in these cases and a proper 
diet will be of inestimable value in the prevention 
and treatment of cases heretofore classed as in- 
curable. 


Dr. Wexberg (In conclusion): I certainly ap- 
preciate the remarks of Dr. Holbrook and Dr. 
Cazenavette. Concerning the subjects brought up 
in my paper, as far as those remarks in detail are 
concerned, of course, I agree with both doctors 
that I would not advise any patient to go on 
taking his usual amount of alcohol if ocly he 
would stick to the diet I have prescribed. Per- 
sonally, we do not know how much damage alcchol 
would do to the organs. We have been taking 
for granted that the nerves suffer from deficiency 
in alcoholism. However, I never would dare to 
affirm that there is nothing but the vitamin de- 
ficiency concerned in alcoholic diseases of the 
nervous system. Only I believe that facts estuab- 
lished by Wechsler, Strauss, and several others, 
are conclusive enough to give us evidence that 
deficiency plays an important role, is perhaps the 
essential feature. 

As far as liver treatment in combined tract de- 
generation is concerned, I did not believe I was 
entitled to leave out liver altogether in the treat- 
ment of these cases, and frankly, I do not believe 
that the results would have been as good without 
liver. But you have to consider that this does not 
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make any difference, because the supply of liver 
does not mean anything but another kind of vita- 
min supply. The “liver factor”, as it is called, 
has to be considered as another kind of vitamin, 
which according to the idea of sOme observers 
may be identical with vitamin “A”. Thus, liver 
treatment itself is one sort of vitamin treatment. 

May I point out, by the way, that in none of 
those four cases of combined tract disease under 
my observation was there any symptom whatever 
of pernicious anemia. There was a plain mod- 
erate anemia without any abnormal or immature 
red cells and the only thing which had some rela- 
tion to pernicious anemia was the fact that they 
had an amlacidity. So it seems that the thing that 
you find in most textbooks, that combined tract 
degeneration or combined tract disease is almost 
exclusively found together with pernicious anemia 
does not hold. Liver is considered primarily as a 
treatment of pernicious anemia, but in combined 
tract disease, the results of this treatment have 
not been very successful, except in beginning 
cases. 

Severe cases of combined tract disease ought 10 
be treated with high vitamin diet and yeast tab- 
lets together with liver extract. 





THE ROLE OF DIET IN NERVOUS 
DISEASES* 


LEWIS A. GOLDEN, M. D.+ 
NEw ORLEANS 


Recent advances in the science of nutrition 
have stimulated interest in the deficiency 
diseases, and have forced a renewal of the neu- 
rologist’s conceptions of certain affections 
which he is called upon to treat. I refer<n par- 
ticular to the discovery that certain “protective” 
substances present in the diet, called vitamins, 
play an important role in the protection of the 
nervous system against intoxication, and a more 
indirect part in resisting other affections of the 
central nervous system. 

Because a great deal of this work, both clini- 
cal and experimental, is still highly contro- 
versial, I shall attempt in this short presentation 
to indicate only a few of the facts which seem 
well established. In a general way, the sources 
of information here scrutinized were from ex- 


*Read before the Louisiana State Dietetic Associ- 
ation, New Orleans, April 24, 1937. 

+From the Department of Medicine, Division of 
Psychiatry, Tulane University Medical School. 


perimental and clinical experiences of workers 
known for their careful work. In a few of 
these instances, I have been involved in a small 
way in the observations incident to this work. 


INFLUENCE OF VITAMINS 


Definite knowledge of the importance of vita- 
mins in the production of a disorder implicat- 
ing chiefly the nervous system came with the 
identification of beriberi. Vedder, in 1913,! 
had described changes in the central nervous 
system in beriberi on deprivation of vitamin B. 
Woolard,? of London, was able, in 1927, to 
demonstrate definite non-inflammatory degen- 
eration in the peripheral nerves from lack of 
vitamin B. Since that time, the literature deal- 
ing with experimentally produced neurologic 
lesions on the basis of special vitamin defici- 
ency has been voluminous and cannot be consid- 
ered here in detail. A few may be indicated 
in order to note the trend of opinion. Other 
workers**>*7 soon reported various changes 
in the central nervous system on depletion of 
vitamins B, or B,. Some of these findings 
were not considered reliable as they were said 
to “resemble closely artifacts due to faulty tech- 
nique”’.® 


At about the same time, Goldberger® and 
his group and many others, working with pel- 
lagra, showed that the lack of vitamin B,, re- 
sponsible for the disease, also produced psy- 
chotic and neurologic involvements. While re- 
cently Wolbach,!® who has studied the patho- 
logic and physiologic tissue changes of the vita- 
min deficiencies, has indicated that the nervous 
system involvement is probably a secondary and 
not a primary one, the fact remains, however, 
that it is quite regularly implicated and the re- 
lationship of the disease to the vitamin lack 
is strongly suggested. 


PERNICIOUS ANEMIA 


Among the diseases in which neurologic com- 
plications occur frequently is pernicious anemia. 
Grinker has found that when the earliest signs 
of pernicious anemia include numbness and 
tingling, about eighty per cent of the patients 
develop cord changes. Those who experienced 
paresthesias late in the disease were far less 
liable to develop serious lesions in the cord and 
only about twenty per cent were so affected. 











Various groups working with pernicious anemia 
have sought to explain the nervous tissue in- 
volvement by pointing out its similarity to ex- 
perimentally produced neurologic lesions in ani- 
mals. These laboratory efforts have not been 
entirely enlightening or convincing. Gildea, 
Kattwinkel and Castle™ reported severe cord 
changes in dogs deprived of vitamins B,, 
complex, and B,, and believed their findings 
resembled those seen in pernicious anemia. 
Castle’* concludes “that the cord lesions of 
pernicious anemia are caused by a deficiency 
of vitamin B, which, in turn, is probably the 
result of the achlorhydria”. However, the al- 
most miraculous clearing up of a supposedly 
serious neurologic lesion in a few hours? ®-1% 
after the feeding of the deficient vitamin speaks 
against any true similarity of this experimen- 
tally produced condition to cord complications 
of pernicious anemia. The same objection ap- 
plies to other experimental attempts claiming 
to have produced a condition identical with that 
seen in combined degeneration of the cord in 
man with pernicious anemia. 


While studying experimental pancreatic dis- 
ease in dogs with Pratt of Boston, M. B. Han- 
delsman'* and I were enabled to observe the 
development of a clinical, neurologic disorder 
due to a deficiency of vitamin B in the diet. 
The dogs developed weakness and spasticity of 
the hind legs, with marked ataxia on walking 
which was rapidly cleared by the addition of 
brewers’ yeast to the diet. 

In 1933, Carmichael,1* of London, and I re- 
viewed cases of pernicious anemia with neuro- 
logic complications, who had been treated for 
several years with liver by mouth at Guy’s Hos- 
pital, St. Bartholomew’s Hospital, and at the 
National Hospital for Nervous Diseases in Lon- 
don. We were unable to demonstrate any defi- 
nite neurologic improvement as judged by care- 
ful neurologic examination. Frequently, ameli- 
oration of symptoms was noted in areas de- 
pendent on the involvement of the peripheral 
nervous system. A great deal of the improve- 
ment attributed ordinarily to the recession of 
serious cord lesions was found to be based on 
the general improvement which occurs in the 
severely anemic patients placed on adequate 
treatment with liver. As their anemia was im- 
proved, their strength increased, the ataxia and 
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sensory changes due to peripheral nerve involve- 
ment improved, as well as other disabilities 
based primarily on their general weakness. It 
is a noteworthy fact that no trained neurologists 
have reported the clearing of any serious neuro- 
logic signs in pernicious anemia. 

In 1934, Dameshek,'® of Boston, properly 
criticized my statement made at a conference of 
the Medical Clinic of the Boston Dispensary by 
pointing out that the patients examined by Car- 
michael and I had not received intensive paren- 
teral liver extract treatment. While following 
cases of pernicious anemia being treated inten- 
sively at the Boston Dispensary by Dameshek 
and Olef, I was again unable to demonstrate 
the reversal of serious neurologic signs even 
with intensive parenteral liver therapy. In one 
case, intensively treated by parenteral liver ex- 
tract, I witnessed the development of pares- 
thesia for the first time during the patient's 
illness. In a recent personal communication, 
however, Dameshek stated that it was his defi- 
nite impression that most of the cases improved, 
and in some cases considerably so. It was also 
his impression that in not a single instance did 
the neurologic signs become worse. 

On the whole, however, clinical reports on 
results of treatment in pernicious anemia di- 
rected towards the neurologic complications are 
still at great variance.1®17-18.19,20.21,.22 Reports 
emanating from neurologic clinics are not en- 
couraging, while occasional investigations from 
other clinics are definitely favorable, claiming 
not only to be able to stop. the progress of the 
disease but actually to clear it. Among the 
latter encouraging reports are the recent ones 
of Schaller and Newman,?* and Mills.*4 

It is reasonable to expect that the progress 
of the neurologic complications may be stopped 
by adequate therapy, but the claims of ability 
to produce regression of neurologic lesions in 
the cord must be examined critically and with 
full realization of the serious pathologic lesion 
of the cord that exists in pernicious anemia. 
It is also well to reiterate that regeneration of 
destroyed nervous tissue in the central nervous 
system does not occur. Recent studies of Ger- 
ard and Grinker,?> and Davison*® have again 
shown the absolute lack of regeneration in the 
spinal cord. The only change noted has been 
some tendency to glial formation in the treated 
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cases. Obviously, this does not promise re- 
storation of function. 


EVIDENCES OF IMPROVEMENT 


The evaluation of neurologic improvement 
must be very critical. Often the patient weak- 
ened by his anemia responds to treatment and 
with the increase of strength, his ataxia di- 
minishes and his attention to sensory stimula- 
tions is increased. Many workers offer evidence 
of regression of cord symptoms by noting the 
return of power to discriminate between two 
points and increased appreciation of vibratory 
sensation. Head,?* in his famous studies of 
sensation, has shown how fatigue favors in- 
attention and poor results on tests for “sen- 
sation”. At times, improvement appears to be 
present when in reality the disease is progress- 
ing. For example, many patients who show the 
early posterior column involvement develop as 
a result ataxic, weak, almost useless legs, but 
as the pyramidal tracts become increasingly in- 
volved the knee jerks return, the legs become 
spastic and can now be used for supporting 
pillars in walking. This produces the appear- 
ance of improvement when, in reality, the lesion 
has spread to the lateral columns. So seldom 
is true reversal of signs demonstrated without 
the appearance of evidence of the spread of 
the lesion in other parts of the cord that such 
an instance is a striking exception to the rule. 
I have never observed it, and neither have 
some of my colleagues in neurology. The 
criteria for improvement in the cord are often 
of questionable merit. The two-point discrim- 
ination, or compass test, has uncertain value 
in pernicious anemia because peripheral nerve 
involvement producing tactile disability is so 
common. Head states, “The compass test, 
though of great scientific interest, is of little 
diagnostic importance in lesions of the spinal 
cord.” Also,?® “The compass test may also fur- 
nish corroborative evidence that the sensory 
disturbance is of the higher type; but it labors 
under the disadvantage that it is profoundly 
affected by any disorder of tactile disability 
and it is, therefore, not a specific test from the 
cortical point of view.” 


The use of the tuning fork as the sole criter- 
ion of improvement is also of questionable value 
if sensation is affected. However, it is stated 


to be a valuable test for lesions of the spinal 
cord and the “most easily handled indication 
of the function of the posterior column”. 


It seems to me that the return of ability to 
recognize passive movement and posture, the 
return of deep pressure pain, the return of 
deep reflexes without increased spasticity and 
without the appearance of a Babinski are more 
reliable evidences of return of function in the 
spinal cord. Constant interplay of changing 
amounts of involvement between the posterior 
columns and the pyramidal tracts is mirrored 
in the changing state of reflexes during the 
progress of the disease, and these must be care- 
fully evaluated. 


The return of sensation dependent upon peri- 
pheral nerve improvement must not be loosely 
interpreted as regeneration in the “cord”, as the 
former can regenerate, while the regeneration 
of nervous tissue in the cord itself, especially 
in view of the type of pathologic lesion present 
im pernicious anemia, is hardly to be expected. 


The inference is that once neurologic lesions 
ir the cord are established, treatment by liver 
extract or other methods has apparently little 
beneficial effect on these established lesions as 
judged by critical neurologic criteria. On the 
other hand, there is reason to believe from ex- 
perimental and clinical data that adequate liver 
and vitamin therapy early in the disease may 
protect the nervous tissue and favorably influ- 
ence the course of the disease by stopping the 
progression. In this direction, I believe, lies 
the immediate progress in the clinical treatment 
of the disorder. The emphasis must be shifted 
to clinical methods for earlier recognition of the 
nerve involvement at a stage where adequate 
liver, and especially vitamin B, and A, can in- 
tercede and stop the progress of the neurologic 
complications. 


PROTECTIVE ACTION OF VITAMINS 


That vitamins do act as protective substances 
against central nervous system disease is strong- 
ly suggested by the numerous experiments of 
Mellanby,”® and others. In recent experiments 
he deprived dogs of vitamin A and claimed to 
have produced in some of the dogs degenera- 
tive lesions in the spinal cord similar to those 
seen in beriberi, pellagra and pernicious anemia. 
Those affected showed practically no storage 
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of vitamin A in the liver. He also found that 
in feeding dogs toxic amounts of ergot he could 
prevent the resulting lesions in the spinal cord 
by feeding vitamin A along with the ergot. 
Without the addition of the vitamin A, he con- 
sistently produced cord lesions. It is of inter- 
est that at the same time he showed that caro- 
tene worked protectively, just as did vitamin 
A. He concluded that faulty absorption or 
storage of vitamin A may be responsible for 
such lesions in pernicious anemia and other dis- 
eases. Other workers, however, have been un- 
able to produce cord lesions by vitamin defici- 
ency. Verden, Petren®® and Grinker were un- 
able to produce it in monkeys. In a general 
way, the experimental work dealing with the 
production of cord changes due to vitamin de- 
ficiency is still highly unsatisfactory. All that 
can safely be deduced is that certain vitamins 
protect the nervous tissue against degeneration 
under experimental conditions. 

In spite of the clinical reports of Ungley 
and Suzman,*! Longcope*? and others, report- 
ing improvement in the neurologic status by 
whole liver feeding, Grinker,”® after studying 
a carefully controlled series over a two and 
one-half year period, found no evidence of im- 
provement. 

Stimulated by the report of Ungley and Suz- 
man, Carmichael®* and I studied the effect of 
feeding high vitamin B concentrate (marmite) 
on patients in the Research Unit of the Nation- 
al Hospital, Queen Square. No improvement 
was noted even when marmite, included with 
normal human gastric juice, was used. 

The protective action of vitamins finds 
clearer expression in the recent work on alco- 
holic polyneuritis. This old disease has for 
many years been considered the result of direct 
alcoholic injury to the nerve. However, some 
highly interesting and convincing work has dem- 
onstrated that this is a condition definitely re- 
lated to dietary deficiency. 


VITAMIN DEFICIENCY IN ALCOHOLICS 


The serious crippling results appearing in 
many chronic drinkers in the form of a poly- 
neuritis has until recently been ascribed to the 
toxic action of alcohol alone. It is evident that 
alcohol, as well as lead and arsenic, probably 
does have a direct toxic effect on nerve tissue, 


but recent work points to the great importance 
of the protective stubstances of the diet in this 
disorder. Perkins** states, “In a chronic alco- 
holism there are several factors producing the 
state of avitaminosis. The direct attack of the 
alcohol on the liver and gastric mucosa, the 
loss of appetite reducing the intake of food, 
the vomiting and diarrhea all help in reducing 
the vitamin assimilation.” It has often been re- 
marked that alcoholic addicts who consume lit- 
tle food often develop marked neurologic 
symptoms, while those who eat well and have 
nc digestive disorder seldom develop this con- 
dition. The role of vitamins in the prevention 
of alcoholic polyneuritis was forecast by Shat- 
tuck ® in 1928. In 1929 Wechsler*® actually 
investigated the diets of alcoholics with poly- 
neuritis qualitatively and concluded that an avi- 
taminosis was of definite importance in the de- 
velopment of the polyneuritis. Following this 
preliminary report Meyer®? came to the same 
conclusion. Minot, Strauss and Cobb®’ then 
investigated the diets of forty-three alcoholics. 
In forty-one of these they concluded the vita- 
min intake had been inadequate, and stressed the 
similarity of this disorder to that of beriberi 
and pellagra, suggesting that the common etio- 
logic factor was a lack of vitamin B. 
Strauss®®, in an interesting study of ten alco- 
holics with polyneuritis, showed that he could 
improve the peripheral neuritis in spite of the 
continued consumption of a quart of whiskey 
daily. He gave during this period a vitamin 
rich diet supplemented by the oral administra- 
tion of eighteen grams of vegex, or ninety 
grams of brewers’ yeast daily, and ten c.c. of 
vitamin B, concentrate, and ten c.c. of liver 
extract parenterally each week. Jollife, Colbert 
and Joffe*® and others studied the diets of 
forty-two alcoholics quantitatively, using Cow- 
gill’s formula as the criterion of adequacy for 
vitamin intake. They concluded that every al- 
coholic with polyneuritis had an estimated in- 
edequate vitamin B intake; that no alcoholic 
with an estimated adequate vitamin B intake 
had polyneuritis, and that polyneuritis in the 
alcohol addict is due to vitamin B deficiency. 


PELLAGRA 


McLester and colleagues studied the similar- 
ity of pellagra to alcoholic polyneuritis. They 
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found that both conditions were probably iden- 
tical and both could be relieved by the same 
dietary treatment. While working with Thomas 
at the McLean Hospital in Waverly, Massa- 
chusetts, we obtained gratifying results with 
high vitamin treatment in cases of alcoholic 
polyneuritis with Korsakoff’s syndrome. While 
space does not permit detailed case histories, 
it may be stated that these patients cleared up 
rapidly and apparently completely from their 
psychotic symptoms and manifested striking 
improvements of their polyneuritis. 


OTHER INFLUENCES OF VITAMIN B 


Other investigators have recently suggested 
the importance of vitamin B in the chemistry 
of brain tissue respiration.44 Further interest 
has been aroused by clinical evidence of the 
value of crystalline vitamin B in _ patients 
complaining of “nerve pain” by the recent work 
of Vorhaus and his co-workers*?. More recently, 
Russell,4® of Edinburgh, has found vitamin in- 
jection parenterally to be of value in other “de- 
generative nerve disorders”. Wexberg** has re- 
cently stressed his theory of the “metabolic 
crises” as the important factor responsible for 
the appearance of certain nervous and mental 
disorders in vitamin deficiency. 

During the past year I have had the oppor- 
tunity of investigating the clinical effect of 
high vitamin B diet in Sydenham’s chorea since 
clinical experience had strongly suggested that 
an inadequate diet and consequent lack of vita- 
mins may have favored the involvement of the 
nervous system. Gratifying results were ob- 
tained in the few instances in which this diet 
was provided, and, in each case, choreiform 
movements subsided within a few weeks, and 
general improvement was greater than that usu- 
ally seen in such cases without prolonged bed 
rest. It is hoped that further opportunity will! 
enable us to draw more definite conclusions as 
to the value of this treatment in Sydenham’s 
chorea. 

CONCLUSION 


The neurologist and the dietitian have reason 
to be thankful for the bits of knowledge that 
have accumulated during the past few years. 
Everywhere workers in this field are acquir- 
ing new data. It is hoped that further work 
will clear some of the controversial aspects of 


these studies. Definite indication of the im- 
portance of vitamins B and A for the integrity 
of the nervous tissue has already been demon- 
strated. 

In the present state of knowledge the main- 
tenance of an adequate vitamin intake in ner- 
vous diseases seems highly desirable, especially 
as a preventive measure. In direct therapeutic 
efforts against established neurologic diseases, 
the clinical results such as those already obtained 
in alcoholic polyneuritis afford expectation of 
other advances in this direction. 
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THE PRESENT DAY CONCEPTION OF 
AGRANULOCYTIC ANGINA 


H. J. SCHATTENBERG, M. D+ 
New ORLEANS 


The disease known as agranulocytic angina 
was first described by Werner Schultz! in Ger- 
many in 1922. The main features of the disease 
are: leukopenia, due to a marked depression or 
complete absence of granulocytes, prostration, 
malaise, fever, toxemia, headache, ulcerative 
lesions of the mucous membrane of the mouth, 
vagina or rectum and in some cases jaundice. 
The leukocytes may be reduced to 1000 cells 
or less per cubic mm., this reduction being due 
to the marked decrease in granulocytes. There 
is rarely any alteration in the number of red 
cells, blood platelets or hemoglobin, unless the 
case is of fairly long standing. The diagnosis 
is easily made if proper laboratory procedures 
are carried out in carefully checking the to‘al 
and differential leukocyte counts. The course 
of the disease varies from the acute case which 
may terminate fatally in a few days to the 
chronic case which may last for months. Ap- 
parent good health for a while may be followed 
by relapses. Chronic forms have been des- 
cribed by Fitz-Hugh and Comroe? and Doan.* 
These chronic forms constitute about 25 per 
cent of all cases. 

The most frequent age incidence is betweetr 
40 and 50, the age incidence being a little later 
in males than in females; no age, however, is 
exempt. The disease is twice as common in fe- 
males as in males. According to Kracke and 
Parker*, the disease is fairly common among 
physicians and members of their families, den- 
tists, nurses, pharmacists and laboratory work- 
ers. This may be due to the familiarity of these 
groups with the coal tar derivative or benzene 
ring drugs as amidopyrine, which I will give 
later as possible etiologic agents. The incidence 


*Read before the Louisiana State Medical 
Society, Monroe, April 28, 1937. 

+From the Department of Pathology, Tulane Uni- 
versity School of Medicine. 
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is highest in America and Germany where these 
drugs are more commonly used. The disease is 
limited almost entirely to the white race, very 
few cases having been reported in negroes. 


The mortality in untreated cases is high, run- 
ning approximately 75 per cent. Since the in- 
troduction of pentnucleotide therapy, stimula- 
tion of bone marrow with light doses of roent- 
gen ray, blood transfusion, splenic extract and 
other forms of treatment, the mortality rate has 
dropped to about 25 per cent. 


ETIOLOGY 


A variety of causal agents have been incrim- 
inated as possible factors in the production of 
agranulocytic angina, which may be discussed 
under the following headings: 


1. Drugs and chemicals. 
2. Bacteria. 


. Allergy. 


> Ww 


. Endocrine disturbances. 
5. Radiation. 
6. Bone marrow dysfunction. 


1. Drugs and Chemicals—The destructive 
action of benzene upon the hematopoetic struc- 
tures has been demonstrated by Selling.® It 
has been shown by Kracke® that when small 
quantities of benzene are injected into rabbits 
the granulocytes are depressed, leaving the red 
cell and platelet elements undisturbed. Kracke 
and Parker‘ have collected data on a consid- 
erable number of cases of agranulocytosis in 
which it appears that amidopyrine, phenacetine 
or dinitrophenol were the causative agents. The 
above drugs and all others containing the ben- 
zene ring as their central nucleus should be 
avoided in the leukopenic patient. Barbiturates 
as a class do not appear to have been incrimin- 
ated. There is no case on record attributable 
te the use of aspirin. The literature contains 
many cases which followed the administration 
of arsphenamine. 


The following table prepared by Hunter’? 
shows the large number of drugs containing 
amidopyrine and at once one is impressed by 
the common use of this drug: 


79 

Afanal Gynalgos 
Allonal Hexin 
Alphebin Ipral-amidopyrine 
Amarbital Kalms 
Amido-neonal Klimaxid 
Amidophen Lealgin 
Amifeine Leamon 
Am-Phen-Al Lumordrin 
Ampydin Midol 
Amytal compound Mylin 
Asciatine Neonal compound 
Baramid Neurodyne 
Barbromide (Columbus) Optalidon 
Barbipyrin Peralga 
Benzedo compound Phenamidal 
Butapyrin Prokliman 
Cansyth Propyrin 
Cibalgine Pyramidon 
Cincopyrine Pyrallyl 
Compral Pyraminal 
Diallypyrin Sal-Ethyl carbonate 
Dolarin compound 
Dianalgin Sedallyl 
Dysco Trigemin 
Gardan Vepydon 
Geamin Veramon 

Veropyrin 


2. Bacteria.—A number of cases of agranu- 
locytosis appear in the literature which appar- 
ently have followed the injection of typhoid 
vaccine. Approximately 20 per cent of well 
established cases of agranulocytic angina show 
positive blood cultures and at least 25 differ- 
ent micro-organisms, mostly streptococci, have 
been isolated. This should not be interpreted 
that the bacteria are regarded as the causa- 
tive agents but are 
vaders gaining entrance, most likely, through 


merely secondary in- 
the ulcerated areas on the mucous membranes. 
Absence of granulocytes and lack of proper 
Harris 
and Schattenberg* and Dennis® have produced 
the agranulocytic syndrome with the toxic pro- 
ducts of bacteria. 


local host reaction makes this possible. 


3. Allergy.—The possibility of this as a caus- 
ative agent has been thoroughly covered by 
Hunter!® in a well prepared paper. Some of 
these patients have been shown by the skin 
patch test to be definitely hypersensitive to the 
benzamine ring drugs. The allergic reaction, 
whatever the cause may be, represents a form 
of poison which may act as a depressant upon 
the leukoblastic structures. 
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4. Endocrine Disturbances——The coincidence 
of the onset of the disease with menstruation 
as reported by Thompson and others™ suggests 
possibly the association of some endocrine dis- 
turbance. Experimentally leukopenia has been 
produced in animals by removal of adrenal tis- 
sue. 

5. Radiation—The prolonged effects of 
thorium “X” and roentgen radiation upon leu- 
koblastic structures may play a part in the caus- 
ation of the disease. 


6. Bone Marrow Dysfunction—This has 
been attributed to glandular derangement. The 
absence of chemotactic and maturation factors 
should be thought of. The latter has not yet 
been isolated but it is possible that such a fac- 
tor may exist. 

PATHOLOGY 

The majority of cases show necrotic ulcer- 
like lesions of the mucous membranes of the 
throat, vagina or intestinal tract. Histologically 
the tissues surrounding the ulcer show a slight 
host reaction consisting of a moderate number 
of round cells and few if any polymorphonu- 
clear leukocytes. The results obtained in the 
estimation of the various leukocytic cells on 
the differential count are of interest and great 
importance. At times there is an absence or 
almost complete absence of cells of the poly- 
morphonuclear type and there is noted then 
an apparent but not an actual increase in the 
percentage of lymphocytes. The granulocytes 
as noted in the blood smear stained by Wright's 
method show marked changes. The cytoplasm 
appears vacuolated and the borders of the ceil 
appear irregular and indistinct. The granules 
appear swollen and stain poorly or may be ab- 
sent entirely. The nucleus is pyknotic or kary- 
olytic. The most important lesion in this dis- 
ease, however, is found in the bone marrow. 
Undoubtedly the bone marrow picture varies 
with the stage of the disease. The early stage 
shows a disturbance in maturation or “matura- 
tion arrest” with few if any of the polymor- 
phonuclear series of leukocytes. In connection 
with the maturation arrest the marrow may ap- 
pear hyperplastic at this stage. The cells are 
mainly myeloblasts and myelocytes and are pale, 
vacuolated, lose their granules and stain poorly. 
Still later the myeloid tissues may become aplas- 
tic. Early in the disease one is struck with the 








similarity of the bone marrow in agranulocytosis 
and pernicious anemia, the only difference being 
a disturbance in maturation of granulocytes in 
the former, while in the latter there is a dis- 
turbance in the maturation of red cells. In 
the pernicious anemia patient maturation of red. 
cells proceeds again normally when maturation 
stimulating factors in the form of liver or liver 
extract are introduced. Could it be that the 
lack of maturation factor for the granulocytic 
cells is responsible in agranulocytosis? The 
pathology of the bone marrow in agranulocyto- 
sis has been ably discussed by Jaffe,’* Darl- 
ing,’* Custer,’* Fitz-Hugh and Krumbhaar.” 


TREATMENT 


A satisfactory and specific treatment has not 
as yet been discovered. This at once becomes 
apparent after a tabulation of all the different 
therapeutic agents recommended in this disease. 
The ideal treatment would be one which sup- 
plied both chemotactic and maturation factors. 
Some micro-organisms, such as the typhoid and 
influenza bacilli, act in a chemotactic way, draw- 
ing granulocytes into the circulation while at 
the same time depressing maturation and in 
this way producing leukopenia. Where the bone 
marrow is normal or hyperplastic a chemotactic 
drug such as pentnucleotide is indicated. Where 
the bone marrow is aplastic very little can Le 
done therapeutically since a maturation princi- 
ple for granulocytes, comparable to the mat- 
uration factor for red cells in pernicious anemia, 
has not yet been discovered. Many of the cases 
terminating fatally have had aplastic bone mar- 
rows. The following are some of the therapeu- 
tic agents employed : 

1. Pentnucleotide, nucleotide K 96. 


2. Leukocytic extract or suspensions intra- 
muscularly, Theoretically this form of treat- 
ment should be of value since it supplies the 
same split products as those liberated by the 
physiological destruction of leukocytes (third 
to fifth day) in the body. 

3. Desiccated bone marrow, orally. 

4. Blood transfusions, giving frequent small 
injections. The donor’s blood may stimulate 
normal maturation. This form of treatment is 


indicated in cases with an aplastic bone mar- 
row. 


5. Immuno-transfusion. 














6. Roentgen ray therapy used cautiously. li 
dosage is too great the small amount of leuko- 
blastic tissue remaining may be rendered inac- 
tive. 

7. Splenic extract. Probably has very much 
the same effect as leukocytic extract. 


CONCLUSIONS 


1. The etiology of agranulocytic angina has 
not been definitely established. 

2. A variety of agents may give rise to this 
syndrome. The more common ones are, coal 
tar derivative drugs containing the benzamine 
ring, toxic products of bacteria, radiation and 
gold salts. 

3. The disease is prevalent in Germany and 
the United States, probably due to a higher 
consumption of benzamine ring drugs in these 
countries. 

4. It is more prevalent among doctors and 
their relatives, nurses, hospital employees and 
pharmacists than in any other group of people. 

5. The benzamine drugs, acetanilid, phenace- 
tine, amidopyrine, benzene, arsphenamine and 
neoarsphenamine on oxidation, both in vivo 
and vitro, yield catechol and hydroquinone 
which act as leukoblastic depressants. Aspirin 
belongs in this group but since it is not easily 
oxidized it yields very little if any of the above 
end products. 

6. Bone marrow studies show a maturation 
arrest in many cases with a normal or even 
hyperplastic marrow. 

7. The theory has been advanced by some 
workers, but without definite proof, that agra- 
nulocytic angina may be due to the absence of 
a granulocytic maturation factor analagous to 
pernicious anemia wherein there is noted an 
al:sence of the maturation factor of red cells. 
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DISCUSSION 


Dr. M. E. Cox (New Orleans): The syndrome 
as described in Dr. Schattenberg’s paper, and 
termed agranulocytic angina, presupposes that there 
is, first of all, a granulopenia of the peripheral 
blood stream as a reflection of some disturbance 
of the bone marrow. Secondary to that we have 
various clinical manifestations. Amony the more 
obvious of the clinical manifestations are the ul- 
cerative processes of the mucous membrane, par- 
ticularly of the mouth and pharynx. 

Since the mortality is so much decreased by an 
early diagnosis and the institution of proper treat- 
ment, it behooves the clinical man to be on the 
constant lookout for agranulocytic angina. So far 
as the consideration of the mucous membrane 
manifestation is concerned, one might mention the 
differential diagnosis of such things as diphtheria, 
Vincent’s angina, acute follicular tonsillitis, strep- 
tococcic sore throat, and so forth. The differen- 
tiation of these conditions must be made upon a 
sound clinical basis, but it cannot be overstressed 
at this time that a total white and a differential 
count are essential. It is sometimes very impor- 
tant to repeat the total and the differential white 
count; one not being sufficient grounds upon 
which to base an opinion. 

Certain other conditions come into prominence 
as possible points for differential diagnosis. A 
word or so might be said about several of these. 
First of all certain of the lymphoblastomas in 
which the peripheral blood picture is that of a 
leukopenia have, according to some writers, been 
confusing. In that case, the clinical manifesta- 
tions will usually deviate sufficiently to set the 
condition apart from the agranulocytic angina, and 
of course, biopsy of the lymph node will always: 
give the true differentiation. 
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Another condition might be listed as acute lym- 

phatic leukemia in the leukopenia phase, in which 
we see diminution of the total number of white 
cells in the peripheral c rculation along with the 
relative increase in lymphocytes. The same con- 
dition is very frequently found in agranulocytic 
angina. But in the case of acute lymphatic leu- 
kemia one usually finds very young and large size 
Jymphocytes in the peripheral blood in contradis- 
tinction to the small, mature, senile forms cf 
lymphocytes seen in the peripheral blood in the 
case of agranulocytic angina. 

In the case of the chronic forms of agranulocy- 
tic angina, the question of differentiation from an 
aplastic anemia may arise. In the case of aplas- 
tic anemia certain things, such as the more promi- 
nent purpuric manifestations, the progressive 
anemia, thrombocytopenia, or an entirely atrophic 
or aplastic type of bone marrow will usually serve 
to set the entity, namely, the aplastic anemia, apart 
from agranulocytic angina. Of course, we have the 
infectious mononucleosis which at times may be 
confusing. Some investigators and writers have 
advocated the use of a chemotactic substance of 
the nature of a foreign protein to set aside the 
diagnosis on the therapeutic trial basis. That is, 
upon the exhibition of the chemotactic substances 
in the infectious mononucleosis, one usually gets 
a very rap d response in appearance of the granu- 
locytes in the peripheral blood. 

As brought out by Dr. Schattenberg in his paper, 
to theorize about the etiology of this condition, 
namely, agranulocytic angina, one should remem- 
ber that Fitz-Hugh and Krumbhaar proposed that 
possibly there is a maturation principle necessary 
for the development of the white cells, just like 
we have in the case of the maturation of red cells. 
This naturally brings to our minds the perversion 
of this latter mechanism seen in the pernicious 
anemia. 

In the cases reported in the literature, in which 
bone marrow studies have been made, there seems 
to be no uniformity of opinion as to the typical 
appearance of the marrow elements at any par- 
ticular stage in the clinical condition which we 
term agranulocytic angina. The bone marrow has 
been described as being anything from hyperplas- 
tic to hypoplastic. So it might be in order at 
this time to advocate more widespread use of the 
sternal puncture to obtain bone marrow for study 
along with the study of the peripheral blood in 
suspected cases of agranulocytic angina. 

The numerous etiologic agents which have been 
proposed and the discrepancy in the experimental 
production of agranulocytic angina by the use of 
these agents leads us to seek a new viewpoint on 
the subject. Certainly it seems most logical that 
the study of the bone marrow in correlation with 


the appearance of the peripheral blood along with 
the other clinical manifestations might be in or- 
der at this time, and might elucidaie and prove 
beneficial. 


Dr. G. F. Fasting (New Orleans): I say my 
first case of this type in 1925. The entire leuko- 
cyte count dropped to 200 per cubic millimeter, 
the cells were all monocytes. The patient came 
to the hospital on account of a Vincent’s infection 
following a tooth extraction. The patient died 
after developing thrombosis of the neck vessels 
and abcesses in the lung. The case does not ap- 
pear in the statistics as agranulocytosis. It was 
a. case of Vincent’s infection with pulmonary com- 
plications. 


I would like to present to you a picture of what 
is often likely to happen. I was called at the 
Charity Hospital to do a blood culture on a case 
diagnosed as agranulocytosis. The patient gave 
off a most foul odor. The tonsils were putrid and 
I surmised a Vincent’s infection which was proven 
by smears. The tonsillar condition apparently was 
minimized by the attending physician. Pentnucleo- 
tide was tried and there was a satisfactory re 
sponse, but the patient returned two weeks after 
being discharged. Neoarsphenamine was then 
used. I have seen two additional patients in whom 
extraction of teeth was followed by Vincent’s in- 
fection, resulting in cellulitis, thrombosis of ves- 
sels of the neck and pulmonary pathology. 

There is one infection that one should respect. 
It is Vincent’s infection of the tonsils and Vincent’s 
infection following extraction of a tooth in the 
lower jaw. Vincent’s infection probably lurks 
around more frequently than we suspect. 

What is Vincent’s infection? It is a combina- 
tion of spirilla, fusiform bacilli, streptococci and 
others. Only the mixture appears capable of 
producing the terrific necrosis. If you will read 
the work of Smith of Duke University, you will 
find that his experimental work illustrates that 
only a combination of these organisms is capable 
of effecting putrid necrosis. 

I know of four cases that are not in the litera- 
ture on the basis of agranulocytosis. They all 
had Vincent’s infection. Probably your statistics 
are a little low on the basis that all cases with 
a blood picture of agranulocytosis are not re2- 
ported. The blood picture gives us no hint of the 
etiology. 

That takes us to the other question of doctors 
and so-called housewives. It is all very interest- 
ing to look into the question of amidopyrine, but 
why not ask another question. Why do they per- 
sistently take amidopyrine? A large number of 
people have headache. Why do they have head- 
ache? Is it because of constipation? Are doc- 
tors exempt from constipation? Not at all. Are 
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they exempt from other troubles of the gastro- 
intestinal tract? 

It is all very well to do bone marrow studies 
and it is necessary to complete the picture from 
all angles. But when we have a case at hand, 
let’s get a detailed history of habits of the indi- 
vidual and why amidopyrine was taken. 

As to the question of the sulphydryl group, in 
eases of constipation, indol is taken into the cir- 
culation and after combining with a sulphur 
radical it appears in the urine. 

My plea is that there are a number of factors 
responsible for a syndrome that we call agranulo- 
cytosis. The lesions seen in the mouth are attri- 
buted to secondary invaders. But many patients 
do not have these lesions. Could not the lesions be 
an actual manifestation of an infectious etiology? 

Assuming a multiplicity of agents, we will, after 
much work, arrive at a common factor of some 
po’soning on the bone marrow. It may be that 
amidopyrine, plus whatever is ailing the individual 
gives the pathological blood picture more readily 
than the amidopyrine alone. Amidopyrine admin- 
istration by large doses to the rhesus monkey, has 
at my hands, failed to produce any significant 
change in the blood picture. I believe the literature 
substantiates the failure of producing agranulocy- 
tosis in the monkey by the oral route. The monkey 
is not a cOnstipated animal, nor is it an eater of 
meat. If injections of amidopyrine help to produce 
the pathological picture, it will not tell the story 
of how it operates in man. 

I believe that if we pursue more thoroughly the 
history of the pat’ent we shall probably find more 
bacterial causation than is realized at present. 
Otherwise I agree with Dr. Schattenberg. I only 
meant to amplify with reference to Vincent’s in- 
fection as being one factor in producing the pic- 
ture, which so frequently is left out of statistics. 

Dr. H. J. Schattenberg (In conclusion): I am 
glad Dr. Cox brought up and stressed the impor- 
tance of the proper differential diagnosis. I failed 
to say anything about that but it should have 
been mentioned. 

I said something about sternal puncture, but 
Dr, Cox insisted that should be stressed morc, 
and I think he is perfectly right. In quite a few 
instances this will help us in knowing how prop- 
erly to treat such a patient. 

Dr. Cox and Dr. Fasting have said cases of 
agranulocytosis due to drugs are not so common 
and Dr. Fasting made the statement that any 
number of experimental animals have been given 
these drugs and that it was impossible, or only 
in a few instances possible, to reproduce the agran- 
ulocytic syndrome. I agree with him thoroughly 
on that, since I have tried to reproduce agranu- 
locytosis with drugs and other agents and it is not 
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every experimental animal that will reproduce this 
syndrome. Neither will every human being develop 
agranulocytosis following the administration of 
the drugs mentioned. Probably thousands of peo- 
ple will take these drugs day in and day out, and 
only one in that whole group will develop agranu- 
locytosis due to the ingestion of the drug. Just 
why that one patient is susceptible and why that 
one patient develops agranulocytosis is difficult 
to explain. It may be that these cases which 
develop agranulocytic angina following the admin- 
istration of these drugs, according to Hunter, are 
allergic or hypersensitive to these drugs, or there 
might be some other explanation. Therefore in 
order to produce an occasional case in animals, 
I think a very large number of animals will have 
to be used. 

I heartily agree with Dr. Fasting on what he 
had to say about the poisonous effect of necrotic 
t'ssues. I think possibly the effect of those is 
very much like those of the toxic products of 
bacteria. I believe the way in which toxins pos- 
sibly act is in depressing or paralyzing the leuko- 
blastic structures, so that you might get a dysfunc- 
tion of the bone marrow. 





ARTIFICIAL PNEUMOTHORAX* 


RICHARD W. YOUNG, M. D. 
Baton Rouge 


The beneficial effect of collapse therapy on 
a tuberculous lung was recognized and com- 
mented upon long before artificial use of this 
treatment was practically introduced in the last 
two decades of the nineteeth century. There 
is no record of the first pulmonary collapse, 
as nature did this with the first pleural effusion. 
In 1832 James Houghton reported marked im- 
provement in a case of advanced tuberculosis 
following a spontaneous pneumothorax. This 
same patient was soon after reported to have 
resumed work as a bricklayer. At about this 
same time, James Carson suggested and tried 
pneumothorax treatment for the collapse of the 
tuberculous lung. It is presumed that the two 
cases in which he vainly tried the method, col- 
lapse, even of partial nature, was prevented by 
adhesions. Potain was actively involved in 
this work especially between 1884 and 1888. 
During this time he treated cases of hydro- 
pneumothorax by aspirating fluid and injecting 
air. He also advocated continuation of refills 


“Read before the East Baton Rouge Parish Medi- 
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where collapse was started by spontaneous 
pneumothorax. The results were quite good. 
Later he advised the use of nitrogen as the re- 
fill gas, due to its inertia and slowness of its 
absorptions. Toussaint and Forlanini worked 
on this form of therapy at about the same time. 
Forlanini published his results in 1894. It 
was not until 1908, when Saugmon devised a 
new apparatus containing a water monometer, 
that this type of treatment became safe. John 
B. Murphy was among the first to introduce 
its use in this country. 


TECHNIC 


Although absolute asepsis is essential in the 
operation for artificial pneumothorax, the tech- 
nic may be very simple and not surgically form- 
idable. The most favorable point at which to 
introduce the air is in the fourth or fifth costal 
interspace in the anterior axillary line. Either 
novocaine or procaine, one per cent solution, is 
employed as the local anesthetic, using a fine 
needle. The pleura should be approached 
slowly and anesthetized carefully. In admin- 
istering the air, the oscillations of the water 
monometer must be closely watched through- 
out the operation. In spite of the fact that for 
each individual the optimum air pressure is 
different, it may be said that about 300 c.c. of 
air should be introduced every few days. The 
intervals between treatments may be increased 
one day after each administration. In the early 
stages of collapse the use of high pressure is 
always dangerous, and seldom proves more 
efficacious than moderate pressure. Most ac- 
cidents are avoidable; they result from haste, 
lack of skill, and insufficient attention to the 
movements of the monometer. A large cavity, 
a blood vessel or a bronchus may be punctured. 
Puncturing of the lung may produce a trauma- 
tic spontaneous pneumothorax, which is likely 
to be complicated by empyema. 


Certain complications may be an obstacle to 
successful treatment. Pleural adhesions, if 
not too extensive, may be stretched so that they 
do not prevent complete collapse. 
the most common complications. 


They are 


Pleurisy with the effusion of a clear serous 
fluid develops in about fifty per cent of cases, 
and unless the effusion is so great as to pro- 





duce symptoms of pressure it should be disre- 
garded. The most serious complication is in- 
fection, either from without, which is rare, or 
from within, as a result of the tearing of ad- 
hesions or puncture of the lung. 

GENERAL OBSERVATIONS 

Pneumothorax therapy has been used with 
wide success in selected cases of pulmonary 
tuberculosis, lung abscess, bronchiectasis and lo- 
bar pneumonia. Pulmonary hemorrhage ‘can 
be stopped almost immediately by rapid collapse 
of the offending lung. 

The importance of selecting cases for collapse 
therapy cannot be too strongly stressed. In 
selecting tuberculous cases, it is important to 
select only those cases which do not have bi- 
lateral involvement, unless it is intended to give 
bilateral collapse. The ulcerative type responds 
most favorably. Careful roentgen ray and la- 
boratory study is imperative. In selecting pul- 
monary abscess cases for collapse therapy by 
this method, Whittemore and Balboni found 
that the patients most likely to respond favor- 
ably to this method are those in whom the fol- 
lowing conditions are fulfilled: (1) the abscess 
is situated centrally; (2) it communicates with 
a bronchus; (3) the treatment is established 
within three or four months from the onset of 
the disease, and (4) a complete or almost com- 
plete collapse of the lung can be obtained. They 
are, of course, precisely the conditions one would 
expect to be most favorable for the success of 
this method. 

The progress of the case undergoing this 
type of treatment should be followed with 
monthly roentgen ray pictures. The clinical 
aids are not of the typical text book type as 
described for spontaneous pneumothorax. The 
percussion note varies from hyper-resonance to 
tympany, according to the pressure at the time. 
The distance of the breath sounds varies with 
the thickness of the air layer. Bell-like coin 
sounds, amphoric breath sounds and metallic 
whispered and spoken voice sounds may be 
noted in some cases. The breath sounds of the 
contralateral lung are often exaggerated, puerile, 
or of the emphysematous type. Rales heard 
over healthy lung tissue may be due to trans- 
mission of the sound from the diseased lung. 
The heart is usually pushed to normal side, 
although in some cases of incomplete collapse, 





Younc—Artificial Pneumothorax 85 


the heart is displaced to the diseased side due 
to contractions of the collapsed lung and the 
restricting adhesions. 


Artificial pneumothorax is the best and most 
universal method for collapsing of the lung, 
but undue delay in its timely application has 
heretofore resulted in pleural adhesions that 
have prevented satisfactory collapse in over onc 


half of the indicated cases. The trend for its 
early and widespread use during the past five 
years has lessened the incidence as well as ex- 
tent of restraining adhesions, and this fact has 


been strongly advanced by some authorities 


for the use of pneumothorax even in early le- 


sions before pleural adhesions of any conse- 
quence have formed. 
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DIAGRAM OF ROENTGEN RAY PLATES OF EACH PATIENT IN SUCCESSION 


WHOSE CASE REPORTS 


FOLLOW. 








CASE REPORTS 


Case 1. F. C., a white male, aged 24, first be- 
came ill in March, 1935, following an attack of 
influenza. He continued to cough, lose weight and 
have a general tired feeling. Hemoptysis brought 
him to the doctor, who advised roentgen ray of 
the lungs, which demonstrated a cavity in the 
right apex with surrounding interstitial involve- 
ment. He was advised to begin air therapy and 
did so at once. Sputum was plus for tubercle ba- 
cillus at onset, but soon became negative. A com- 
plete collapse was obtained, and this man is now 
back at work, having no difficulties and working 
ten hours every day. He gets his refills of 550 
c.c. of air once every twenty-one days. Tempera- 
ture averaged 100°-101° at onset, after air it be- 
came normal. 

Case 2. E. J., a white female, aged 21, first be- 
came ill in January, 1936, following a severe chest 
cold. She was working as a clerk in a hat store 
at the time, and began to notice afternoon fever 
and a rapid loss of weight. Nothing was done 
about her condition until about May 22, when she 
visited her family physician, who discovered she 
had tuberculosis, proving his diagnosis by sputum 
examination which was positive, and roentgen ray 
of chest which demonstrated a small cavity 4.5 
cm. in diameter in the left apex. The patient was 
put to bed and usual rest measures begun. On 
June 2, she had a frank hemorrhage, losing about 
a pint of bright red blood from the lung. The fol- 
lowing morning another hemorrhage equally as 
bad occurred, and fever went up to 102° F. Arti- 
ficial pneumothorax was begun at once and the 
hemorrhage ceased after the first injection of air. 
In the course of six months a complete collapse 
of the lung had been procured with obliteration of 
the cavity. She now takes refills every fourteen 
days with 300-375 c.c. and is allowed to go and 
come ag she pleases, having no difficulties what- 
soever. 

Case 3. F. G., a white male, aged 42, first be- 
came ill in September, 1936, following the acci- 
dental aspiration of a soda tablet. Several days 
following this accident he began to cough, which 
gradually became worse, until he coughed almost 
continuously and began having fever. A roentgen 
ray of the chest revealed a small cavity surrounded 
by an area of pneumonitis. He was put to bed 
and the usual rest therapy advocated with no im- 
provement. Instead he went downhill very rapidly, 
running high fever up to 103° and coughing up 
large quantities of mucopurulent material. The sec- 
ond roentgen ray revealed marked enlargement of 
the cavity in the middle of right middle lobe com- 
municating with a bronchus having a fluid level. 
On December 19 air therapy was begun. Marked 
improvement began at once, and the patient soon 
became ambulatory. For a long time a small band 
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of adhesions prevented complete collapse of the 
cavity; however, these adhesions parted suddenly, 
causing a mediastinal shift with considerable em- 
barrassment for a short time, but allowing a com- 
plete closing of the cavity with a partial collapse. 
Repeated sputum analyses were negative. He was 
refilled every 7 days with 550-600 c.c. of air. 


Case 4. A. D., a white male, aged 62, had a 
severe attack of influenza in December, 1936, which 
lasted eight days. Following his recovery from 
this attack he remained very weak and coughed 
continuously, expectorating large amounts of muco- 
purulent material with occasional hemoptysis. Fever 
gradually mounted to an average of 100°-102° F. 
‘A roentgen ray of the chest revealed a large 
cavity in the right apex with a fluid level com- 
municating with a bronchus. Collapse therapy was 
begun January 9, 1937. Immediate improvement 
was noted at once. By the middle of February, 
after eleven refills, a partial collapse with closure 
of the cavity was obtained, the patient now being 
ambulatory. He now gets 400-500 c.c. of air every 
7 days. 

Case 5. R. K., a white female, aged 20, first be- 
came ill some ten or twelve months ago, following 
an attack of influenza. At first her only symptoms 
were a cough and tired feeling, with times when 
she would run a little fever, temperature going up 
to 100°-101°. In November, 1936, she began run- 
ning high fever and was examined and found to 
have tuberculosis. She was put to bed and started 
on a rest cure. However, improvement was very 
slow due to almost continuous attacks of vomiting 
and fever. The sputum was loaded with acid fast 
organisms. A roentgen ray of the chest revealed 
advanced ulcerative tuberculosis of the right lung 
with beginning activity of the left base. Artificial 
pneumothorax was begun on the right chest with 
immediate response, vomiting and fever ceased al- 
most at once. There is little or no coughing at 
present time. Partial collapse is maintained by 
giving 300-400 c.c. every 7 days. The multiple 
cavities are smaller in the right lung. The left 
lung shows slight improvement. 


Case 6. M. H., a white male, aged 44, has been 
in bed under the rest treatment for tuberculosis 
for the past two years. The sputum is positive 
for tubercle bacillus. Roentgen ray of the chest 
revealed advanced tuberculosis of the right lung 
with multiple cavitation, and inactive tuberculosis 
of the left lung. Artificial pneumothorax was 
started on the right chest, obtaining a partial col- 
lapse of the right lung and cavities therein. After 
the first injection of air, apparently an adhesion 
gave way causing an opening from the lung into 
the pleural cavity causing a spontaneous pneumo- 
thorax. After the removal of a small amount 
of air, symptoms passed off and collapse therapy 
continued as usual with no further complications. 
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The prognosis of this case is undeterminable at 
the present time because of short time under treat- 
ment. However, improvement is evident. 


SUMMARY 

In closing, it is evident that the concept of 
collapse therapy is a sequence of procedures in 
the treatment of tuberculosis in addition to the 
fundamentals of rest, fresh air and nourishing 
food, the more radical being invoked as soon 
as the simpler ones have demonstrated this in- 
ability to cope with the problem presented. 

The wide prevalence of pulmonary tubercu- 
losis and its leading death rate illustrates forc- 
ibly the magnitude of our problem in its treat- 
ment, and the dark path of diseases was never 
more brightly illuminated than by the life- 
saving merits of collapse therapy. 
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THE VAN LINT CONJUNCTIVAL FLAP 
IN CATARACT EXTRACTIONS* 


WILLIAM B. CLARK, M. D. 
and 
JOHN W. FISH, M. D.j 
NEW ORLEANS 


Van Lint described the use of the conjunc- 
tival flap in cataract extractions in 1911. Al- 


*Read before the Louisiana State Medical Soct- 
ety, Monroe, April 27, 1937. 
+From the Eye Department of the New Orleans 


Eye, Ear, Nose and Throat Hospital and the 
Tulane University Graduate School of Medicine. 


though his procedure is simple and has many 
advantages over other types of conjunctival 
fiaps in common use, it has never become wide- 
ly used. It is true that the operation that we 
shall describe and attempt to show has been 
modified some from the original, as described 
by van Lint, but the modification is so slight 
that we retain his name and shall not burden 
you with another. 


The preliminary preparation and anesthetic 
does not vary from that of any other cataract 
operation. Before the corneal section is made, 
the upper half of the bulbar conjunctiva is 
dissected free from the globe at the limbus, 
and the conjunctiva is then undermined upward 
almost to the cul-de-sac by blunt dissection with 
Steven’s scissors. Care must be taken not tu 
button-hole the conjunctiva and not to dissect 
up the episcleral tissue with the flap, as a flap 
with a hole in it does not give the protection 
desired; and one with too much episcleral tis- 
sue in it does not slide down over the cornea 
without creating too much tension when the 
sutures are tied. After the flap is dissected 
so that it can be pulled down into position with 
conjunctival forceps, the two sutures are then 
put in: A small, fine, braided, black suture 
(as a Deknatel B.) is used; they are anchored 
well into the episcleral tissue below and far 
enough to each side so that no part of the 
suture will touch the cornea when it is tied. 
After it is anchored below, it is then broughi 
up and passed through the flap from under- 
neath, and then back again, taking a sufficient 
bite in the flap that the suture does not tear 
itself out. Care must be taken so that the 
temporal and nasal sutures are far enough apart 
in the flap so that it will not exert undue pres- 
sure on the cornea when the sutures are tied. 
When the sutures are in place, the flap is pulled 
down over the cornea with the sutures to see 
what position it will take. This is done before 
the section is made, because if any changes in 
the sutures are to be made, they should be 
made before the section. 

The corneal section is made in the usual 
manner. An iridectomy may or may not be 
done, as you desire, and the lens delivered by 
the intra or extracapsular method. We do sim- 
ple extractions and intracapsular extractions 
in selected cases. After the cortical debris is 
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irrigated out and the toilet completed, the flap 
is pulled down and tied; each suture being tied 
separately, the eyes cleansed of any blood and 
debris with an applicator moistened in 1-5000 
werthiolate solution, and the eye bandaged in 
the usual manner. 


ADVANTAGES OF METHOD 
The advantages that are claimed for this pro- 


cedure over the extraction without a conjunc- 
tival flap are: 


1. It serves as a protection against infection. 


2. The rapid adhesion of the conjunctival flap 
to the underlying tissues tends to seal the cor- 
neal section quickly and prevent iris prolapse. 


3. It makes the complication of delayed union 
of the wound almost negligible, and there is no 
dewn growth of surface epithelium into the 
anterior chamber. 

4. There is almost complete exemption from 
secondary glaucoma, a permanent filtering cica- 
trix rendering rise of tension practically im- 
possible, appears to be the constant and inevi- 
table result of any recognizable separation of 
corneal section under the covering of the con- 
junctival flap. 

5. It is an extra safeguard in those patients 
who can not remain in a recumbent position for 
a long time because of their general health. 

6. It seems to aid healing of the section in 
anemic, emaciated, and weak patients, where 
corneal sections usually heal badly. 

7. It shortens the patient’s stay in bed. It 
is not unusual to have the patient on a back 
rest the second day and up in his room the 
third; and, as a result, the patient’s stay in 
the hospital can be reduced to as much as one- 
half of the usual time. 

8. It makes prolonged bandaging unnecessary. 
This is of especial advantage in a warm climate, 
where prolonged bandaging causes skin erup- 
tions on the lids, with secondary infections. 

9. It is a safeguard in prominent eyes, where 
vitreous loss is imminent. 

10. It is a safeguard in high myopes, where 
a fluid vitreous is suspected. 


CONCLUSIONS 
The advantages we claim for this over other 


types of flaps, especially those made with the 
cataract knife, are: 


1. All hemorrhage from the incision into the 
conjunctiva has already been entirely stopped 
before the section is made. 

2. The iridectomy and delivery of the lens 
can be made without holding up or moving an 
uncut bridge. 

3. The entire corneal section is covered anil 
sealed with a conjunctival covering. 

The disadvantages are few and almost neg- 
ligible : 

1. The procedure requires more time. 

2. The flap or sutures may get in the way 
at the time the section is made. 

3. If the flap is not dissected properly and 
the sutures not placed properly, it may cause 
undue tension on the corneal section and cause 
non-union of the corneo-scleral wound, with a 
period of low tension and its sequelae and high 
permanent error of astigmatism. 
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Another cataract operation, Indian M. 


DISCUSSION 


Dr. Noel T. Simmonds (Alexandria): I want 
to compliment Dr. Clark on his technical skill, 
which was displayed in the moving pictures. 

In regard to the matter of infection, there are 
two types, i. e., exogenous and endogenous. Exo- 
genous infection is introduced into the eye at the 
operation by instruments, and will show up within 
two to three days after operation. If it does oc- 
cur the eye is lost. On the other hand, endogen- 
©us infection, or latent infection, usually shows 
up on or after the fourth or fifth day, and by 
clean'ng up the focal infection, usually a useful 
eye can be saved. I do not believe that a non- 
motile organism such as the staphylococcus or 
streptococcus can get into the eye through the 
corneal section unassisted, the escape of aqueous 
humor preventing it. I therefore do not feel that 
this conjunctival flap will prevent infection. 

As for preventing loss of vitreous, I do not see 
where the van Lint flap would be of value as the 
flap is put in place after completing the opera- 
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tion. About ninety per cent of the cases of loss 
of vitreous occur: (1) when the lens is being de- 
livered; (2) when the anterior chamber is being 
irrigated, and (3) when the iris is being replaced 
in the eye. It occasionally occurs after the op 
eration is over, when the speculum is being re 
moved, which would be prevented by the van Lint 
flap. With this type of conjunctival flap operation 
all this is done without protection from the flap, 
and then the conjunctival flap is pulled in place 
after completing the operation. 

I would like to ask Dr. Clark if he has any dif. 
ficulty in lifting the conjunctival flap over the 
corneal flap in cases of prolapse of vitreous. In 
other words, in such a case the corneal flap is 
standing up and when you bring the conjunctival 
flap down, does it ever catch on the corneal lip? 

I have personally been more inclined to a sim- 
ple flap made with the Graefe knife, putting in 
the suture.as soon as the flap is made, making a 
knot in it but not tying it tight until the lens is 
extracted, when the suture is tied tight, then irri- 
gate the anterior chamber and do the toilet of the 
wound. By doing that there is protection by the 
flap from loss of vitreous during the later stages. 
However, the protection is not as complete as it 
would be with the complete coverage in the van 
Lint flap, when the van Lint flap is finally placed. 

I noticed Dr. Clark used the van Lint injection 
of the lids. I have been partial to the O’Brien 
technic which leaves the lids free of edema. The 
few t'mes I have tried the van Lint technic, I 
have been embarrassed by the edema of the lids 
caused by the injection of the anesthetic. When 
the facial nerve is injected according to O’Brien 
technic, the lids are perfectly paralyzed without 
any edema whatever. Of course, lid sutures can- 
not be put in. However, I use a speculum and let 
the assistant hold the speculum. 

In conclusion, conjunctival flaps bo'l down to a 
question of individual choice, and have more or 
less to be modified according to the ability of the 
operator. 

Dr. T. J. Dimitry (New Orleans): I have 2n- 
joyed greatly Dr. Clark’s paper. His contribution 
is pleasing in that he digresses from orthodox 
teachings that neglect to provide secure closure 
for a wound to an adoption of a procedure which 
closes well the wound and covers it by conjunctiva. 

Dr. Simmonds has expressed my views in that 
the wound is not closed sufficiently early to pre- 
vent prolapse of vitreous. Had van Lint provided 
for the four sutures to be inserted before the lens 
is delivered, and not after, I would feel more kind- 
ly towards the procedure. 

It occurs to me as strange that Dr. Clark has 
not adopted van Lint’s technic one hundred per 
cent. This great Belgium surgeon advocates the 


intracapsular extraction and not the extracapsular 
extraction. He only resorts to the extracapsular 
in those younger than 60 years. Van Lint does 
not use a knife for the incision, but a keratome 
and the incision is not above but to the temporal 
side of the eye. I can see no advantage in hav- 
ing the incision on the side of the eye, though I 
admit it might have great value and is worthy cf 
trial. I was in hope that Dr. Clark would have 
given us the story of the intracapsular extraction, 
and not simply a method of making an incision 
and covering a wound. I am an advocate of the 
intracapsular extraction, therefore, I can not con- 
cur with anyone who would leave a membrane 
that subsequently becomes opaque, to interfere 
with vision. Had Dr. Clark adopted van Lint 
fully I would feel like saying to him: “You have 
made great strides.” However, it is not too late 
fully to imitate the great master. 

Dr. J. L. Scales (Shreveport): I think we prob- 
ably learn more from demonstrations on the 
screen than we do in the operating room. We are 
prone not to change our views on something that 
has cOme to be more or less a fixed habit. We 
are rather inclined to do cataract extraction as 
we learned it first. Therefore, some men still 
profess quite as good results, as far as they are 
concerned, from extracapsular as from intracap- 
sular extraction. 

As I view it, the van Lint conjunctival flap has 
not very much to do with the kind of extraction 
that is done. It is applicable to both, or neither, 
as you happen to choose, and as to the universality 
of extracapsular extraction, which I believe was 
imported to us from the East, the recent remarks 
of Col. Wright would lead us to believe that per- 
haps it is not as universally used in the East as 
when the method was first brought to our atten- 
tion by Col. Smith, a number of years ago. 

The conjunctival flap appeals to me very much 
indeed. It seems to be simple and it seems to be 
safe. The conjunctival flap for accidental wounds 
of the cornea is the most conservative method in 
use. As soon as I get home, I have to do an ex- 
traction on a man with very bad lids, an ectropion, 
the result of scar tissue that cannot be corrected 
before cataract extraction. I have thought of it 
with fear and trembling. I am going to take out 
that lens and cover it with a conjunctival flap. I 
think it will give more satisfaction. 

Dr. Clark (In conclusion): I will say that I 
had no intention of leaving the impression that 
the van Lint flap was any substitute for errors in 
aseptic technic. However, I do say that it helps 
seal the operative wound and prevent the wash- 
ing in of debris that may contain bacteria. It 
must be remembered that, after the extraction of a 
lens, fhere is a negatfve pressure within (the 
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eye due to the loss of some of its contents, and it 
is very easy, with the eye in this state, to have 
foreign material washed or drawn into the globe. 

As far as the flap being a help in vitreous loss, I 
had this forcibly impressed on me at a time when 
I removed a lens dislocated into the anterior cham- 
ber. A small keratome incision was made and en- 
larged with the Steven’s scissors in order to ex- 
tract the dislocated lens. As soon as the keratome 
incision was made, vitreous presented, and by the 
time the lens was extracted the sectioned cornea 
was held in almost a vertical position by the bulg- 
ing vitreous. The flap was pulled down and tied, 
and, with a little massage with an iris spatula 
under the flap, the corneal section went back into 
place and the wound healed promptly with the 
minimum aount of deformity. 

The subject of intra- and extracapsular extrac- 
tion was not discussed in this paper. For eye 
physicians to discuss this matter before a group 
composed mostly of general surgeons would be like 
you general surgeons discussing the relative merits 
of removing the appendix through a right rectus 
or a McBurney incision before a group of eye, ear, 
nose and throat men. 

I recommend this procedure especially to the 
occasional operator. It gives him a safeguard that 
he will appreciate if he once tries and masters the 
technic. 





THE DIAGNOSIS AND TREATMENT 
OF ACUTE MASTOIDITIS* 


CHARLES L. COX, M. D.t 
New ORLEANS 


The purpose of this paper is to review the 
salient points in the diagnosis and treatment of 
acute mastoiditis, to stress the importance of 
early diagnosis and recognition of atypical cases 
and strongly to recommend the open method of 
treatment in operative cases. 

Usually acute mastoiditis occurs as a compli- 
cation of measles, scarlatina, influenza, pneu- 
monia, and ordinary head colds. The hemolytic 
streptococcus has been found to be the etiologic 
organism in 65 per cent of the cases, pneumo- 
cocci in 25 per cent of the cases, miscellaneous 
micro-organisms in 15 per cent. Many factors 
such as anatomical variations in the mastoid it- 
self, the resistance of the patient and the virul- 
ence of the infection, and time of operative 
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Mastoiditis 


interference affect the incidence and the out- 
come of the mastoid infection. 

The diagnosis of acute mastoiditis is, for- 
tunately for the patient, comparatively easy to 
make in most cases, but I am convinced that 
an increasing number of atypical cases are daily 
overlooked, or undiagnosed, and are the cause 
of more fatalities than we care to admit. Every 
case of running ear carries with it the potential 
danger of a mastoid infection, and I might add 
that I have never seen a mastoiditis in which 
there had not been present an active suppura- 
tive otitis media or the history of a discharging 
ear in the very near past. However, cases of 
mastoiditis have been reported where the drum 
was reddened but never perforated. 

Petit, the French surgeon, in about the year 
1740, is credited with being the first to operate 
on the mastoid for caries. Schwartz in 1873 
is responsible more than any other for the diag- 
nosis and treatment of mastoiditis along ana- 
tomical and pathological lines. Since his day 
the mortality from this disease has steadily de- 
clined until the present day when a mastoidec- 
tomy in the hands of a skilled otologist is not 
the dreaded thing to physician and layman 
alike that it formerly was. 


In an examination of a case of suspected 
niastoiditis it must be remembered that there 
are anatomical variations between the mastoid 


of an infant and that of an adult. At birth 
the antrum is full size but the mastoid cells do 
not develop until after the second year. Occa- 
sionally exceptions to this will be found. The 
mastoid antrum in children is closer to the outer 
cortex and the sutures are not tightly closed. 
Hence a deep infection can escape easier in 
children than it can in adults and the dangers 
of intracranial complications are lessened. For 
this reason, in ordinary cases in children, there 
is more time in which to temporize if the oper- 
ation does not seem to be urgent. Older pa- 
tients must be treated differently. The time 
margin of safety in these cases is not nearly 
so long, and in adults the outer cortex is much 
thicker, the bone is much more compact, the 
antrum is deeper, and the sutures closely knit. 
All this tends to prevent the escape of pus out- 
wardly, and renders the infection much more 
likely to travel towards the cranial cavity. 
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Consecutive radiographs are indispensable in 
doubtful cases not only to tell what type of 
mastoid is being dealt with, but also in noting 
the position of the lateral sinus, any change in 
the character of the exudate, and increase or 
decrease in the carious process. The three types 
of mastoids, the pneumatic, the diploic and 
sclerotic and combined types are readily diag- 
nosed by the roentgen ray. It should be remem- 
bered that the roentgen ray shows no change in 
the hemorrhagic type of mastoid. 


OTITIS MEDIA 


The history of otitis media is an important 


aid in making the diagnosis in mastoiditis. Any 
running ear of five weeks’ duration without 
any constitutional symptoms is assumed to bz 
mastoiditis. In young infants it is common to 
have elevated temperature for at least a week 
after tympanotomy, but, according to Kopetsky, 
in any case of otitis media that shows a rise in 
after the tympanotomy 
than before and without other complicating 
causes, mastoiditis should be suspected in that 


temperature greater 


In a case of otitis media in which 
the discharge from the ear has suddenly ceased, 
and where the symptom of pain over the mas- 


individual. 


toid and the elevation of temperature are ex- 
aggerated, the diagnosis of mastoiditis is evi- 
dent. 


DIAGNOSIS 


A sudden copious purulent discharge in a 
case which had seemed about well coupled with 
an increase of pain, redness, and swelling over 
the mastoid, with an elevation of temperature, 
points definitely to mastoiditis. The three 
classical areas of pain on pressure in mastoid- 
itis are the emissary vein, the mastoid antrum, 
and the mastoid tip. Pain, however, is not al- 
ways a reliable symptom, and the absence of 
this symptom does not preclude the possibility 
of mastoiditis. I feel that many cases of mas- 
toiditis are undiagnosed until intracranial com- 
plications arise because too much emphasis is 
laid on the absence of pain on pressure. Pneu- 
mococcal mastoiditis rarely shows any pain on 
pressure. The temperature is usually very high 
and there is a copious discharge from the middle 
ear. This type of infection is especially danger- 
ous and is practically always fatal if allowed 


to progress until an intracranial complication 
arises. 

Every case of suspected mastoiditis should 
have a complete laboratory survey, including a 
culture from the middle ear. The total white 
count in mastoiditis rarely goes over 14,000. 


The principal objective sign that most otolo- 
gists stress in acute mastoiditis is a sagging of 
the extern>l auditory canal near the drum in 
the posterosuperior quadrant. This is brought 
about by an involvement of the peri-antral cells 
with a resulting peri-ostitis in the neighborhood 
of the posterosuperior quadrant of the drum. 
Too much stress should not be laid on the ab- 
sence of this sign, however, because of occa- 
sional anatomical variations. The presence of 
early facial paralysis or cerebral irritation in a 
case of otitis media should make one consider 
early operation. 

The principal conditions which might be con- 
fused with acute mastoiditis are furunculosis of 
the external auditory canal, otitis externa and 
suppurative postauricular adenitis. In furun- 
culosis, the solitary abscess can usually be seen 
in the canal wall and the drum is found to be 
intact. Otitis externa is sometimes more diffi- 
cult to differentiate as the whole canal is mark- 
edly swollen. The outer ear is also markedly 
swollen and the slightest movement of the 
auricle elicits pain. In suppurative postauri- 
cular adenitis it is often necessary to incise the 
abscess down through the periosteum before 
one can be sure that he is not dealing with a 
ruptured mastoid. 


TREATMENT 


Certainly not every case of mastoiditis must 
be operated on. As in all branches of surgery 
the otologist must exercise good judgment. 
Mild cases of mastoiditis often subside by giv- 
ing more adequate drainage through the middle 
ear, and by the frequent injections of foreign 
protein intramuscularly. It should be remem- 
bered that the hemorrhagic mastoid should be 
operated on as soon as the diagnosis is made, 
as early involvement of heart, kidneys and joints 
makes this condition fatal unless operated on 
early. In ordinary cases if, after a reasonable 
amount of delay, it is found that the patient is 
rot responding to conservative treatment, it be- 
hooves the surgeon to consider mastoidectomy 
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not only from the standpoint of a life-saving 
measure, but to prevent loss of hearing in the 
diseased ear and a chronically discharging ear. 

In making the mastoid incision try to avoid 
the facial nerve in young individuals by mak- 
ing the incision at least half an inch posterior 
to the usual one made in adults. This is a most 
important point to consider, for an error in 
technic, whereby the facial nerve is severed, 
might possibly change the whole economic and 
social status of that individual later in life. 

In removing the outer cortex most otologists 
agree that it is safer to avoid injuring the lat- 
eral sinus by removing the cortex at the tip, and 
plate should 


working sinus 


never be disturbed if found healthy, and all dis- 


upwards. The 


eased cells should be removed and the antrum 
opened. Great care should be exercised that, 
in one’s ardor to be too thorough, the facial 
is not injured while working in the 
No less an authority than Ruttin 
states that it is impossible to remove every 
mastoid cell at operation, and, while I do not 
advocate leaving any diseased cells, I feel that 
since the main object of the operation is to 
promote drainage we should let well enough 
alone as soon as all apparently diseased cells 
have been removed during the opening of the 
antrum. 

The mastoid wound should be left open and 


nerve 
antrum. 


pecked lightly with vaseline gauze, and a wick 
should be left in the mastoid antrum. Some- 
times it is advisable to put two sutures in the 
upper angle of the wound to prevent sagging 
of the auricle. This type of treatment will 
take much longer for the mastoid to heal, ani 
the cosmetic appearance is not always compar- 
able to the closed method of treatment. But 
it is to the best interest of the patient to leave 
the wound open, as it allows the middle ear 
and antrum to drain, thereby preserving the 
hearing, and intra- 
Many observers, includ- 
ing Arbuckle and Shea, believe that the increas- 
ed cases of petrositis occurring after the third 
week of operation are due mainly to closure of 
tle mastoid at the time of operation. 
SUMMARY 

1. Be on the alert for atypical mastoid in 

fections. 


2. Do not delay the operation too long. 


lessens the chance of 


cranial complication. 


Acute Mastoiditis 






3. Leave the mastoid wound open. 
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DISCUSSION 


Dr. L. W. Alexander (New Orleans): Dr. Cox 
has presented his subject in a concise yet thorough 
manner. It leaves the discussor only to elaborate 
on the facts as he has portrayed them to us in his 
paper. I would like to emphasize his point re- 
garding early roentgen ray studies in acute otitis 
media. At this early date cell destruction is not 
expected to be found, but, of equal importance, it is 
necessary to learn the structural type of mastoid 
process with which one is dealing and from this 
structural type the line of treatment is frequently 
formulated. If the pneumatic cells prevail it will 
be reasonably safe to await coalescence before re- 
sorting to surgical measures; if the diploic type, 
the pathology is that of osteomyelitis, and early 
surgical intervention in this instance is often ad- 
visable. If a sclerotic process is noted other com- 
plications may be feared but not those referable 
to the mastoid process. 

The essayist states that frequently and especially 
in children, postauricular swelling and fluctua- 
tion is observed. I have found aspiration for bac- 
terial study valuable in making a differential diag- 
nosis. When the infection has passed from the 
external auditory canal, the staphylococcus is 
found; if from the middle ear by way of the mas- 
toid, the staphylococcus is only rarely the prevail- 
ing organism; if from the former, the pus is found 
subcutaneously, in the latter subperiostealy. 

I would like to call your attention to the faci 
that the cells above and behind the horizontal and 
post-superior canal form the most frequent route 
ct extension to the petrous pyramid from mas- 
toid infection. Careful inspection of this region 
at the time of the simple mastoid operation will 
probably save trouble later in this dangerous area. 

It seems proper to re-emphasize the importance 
of the more open postoperative treatment. A good 
rule is to insure open and free mastoid drainage 
until the external canal is entirely free from dis- 
charge. 

In handling mastoid disease it is well to re- 
member that the typical text book case is rare, 
that there are innumerable avenues for escape of 
the infection from the tympanic cavity and mas- 
toid cells to dangerous contiguous structures and 











—_ fC or 


“- 








Cox—Acute Mastoiditis 93 


only by being alert to use all diagnostic and sur- 
gical procedure at our command may we hope to 
control the ever potential danger of serious com- 
plications. 


Dr. W. L. Atkins (Shreveport): I agree with 
Dr. Cox in the early operation for acute mastoids, 
that is, before the mastoid cells break down and 
involve more serious areas. So often the otologist 
waits until the ear becomes a chronic suppurative 
otitis media, and this stage may require a more 
rad‘cal operation than if done earlier. 


If mastoids are not operated on before these 
more serious areas are involved there is likely 
danger of brain abscess, meningitis or some other 


complication that may give the physician much to 
worry about. 


Due to the early tympanotomies by the pedia- 
tricians and laryngologists, many mastoids are 
prevented. In the chronic discharging ear, a mas- 
toidectomy should be done in order that the least 
impairment of hearing will result. 
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AMERICAN MEDICINE: EXPERT 
TESTIMONY OUT OF COURT 
In the report of President Kostmayer to the 
officers and members of the House of Dele- 
gates at the meeting in Monroe, he presented 
among many other thoughtful suggestions the 
idea that the Committee on Medical Economics 


should seriously study the volumes just issued 


by the American Foundation, Incorporated. 
These two volumes entitled “American Medi- 


cine: Expert Testimony out of Court”, as Pres- 


ident Kostmayer has said, are most thought pro- 
vocative and also filled with many factual data. 
In order that the members of the Louisiana 
State Medical Society might have some know!- 
edge of the contents of this book a rather brief 
abstract is presented on these pages, together 
with some comments on the information ob- 
tained in the work. 

The American Foundation Studies in Gov- 
ernment have, in the past, had to do largely 
with international law and 
tions. Switching rather abruptly from their 
former objective, the study of certain interna- 
tional factors in government, the Foundation 
has seen fit to undertake a collective research 
on innumerable problems of medical care and 
medical service in this country. In 


international rela- 


order to 
obtain an answer to what the Governing Com- 
mittee thought was the most vital problem in 
our present day economic and medical life, a 
large group of physicians in this country were 
circularized and their opinions obtained on a 
large series of subjects having to do with medi- 
cal practice, medical education and the care of 
the sick. In this group of contributors to the 
inquiry, approximately 2,100 men submitted re- 
sponding letters to the number of 5,000. These 
men came from every state in the Union. One- 
fourth of the contributors have teaching con- 
nections with grade A schools; 289 are listed 
as general practitioners; 36 per cent of the con- 
tributors are in general practice, internal medt- 
cine and pediatrics; 38 per cent are surgeons; 
3 per cent are specialists in eye, ear, nose and 
throat work 
and 


or in psychiatry, neurology, ner- 
mental diseases. The remaining 
members of the group represent specialists in 
other fields. Practically all of the specialists 


vous 


are members of national specialist societies. A 
criticism might be that the two volume work 
represents the opinion of men who are not com- 
ing into active contact with problems of the gen- 
eral practitioner, there being only 289 so listed. 

The plan of the work was to propound certain 
questions. From the answers received from 
those who have seen fit to respond, individual 
expressions of opinion are quoted to a very large 
extent. For example, in the first chapter there 
are 24 excerpts on the first five pages from 
letters of contributors. Roughly the same pro- 
portion holds good throughout the two volumes 
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of the book. At the end of a given chapter 
there is often incorporated a summary of the 
expressed opinions with brief comments. It 
must be understood definitely there is no ai- 
tempt made by the compilers of the work either 
to confirm the opinions or to express a dogma. 
Their definite purpose is merely to summarize 
the opinions of a representative cross section of 
the medical profession. 

An immense amount of material has been col- 
lected in the 1,290 pages of the book. In addi- 
tion to the subjects devoted entirely to the pro- 
vince of medicine, there are a group of appen- 
dices which occupy 45 more pages. It is obvi- 
ous that extended comment cannot be made on 
all the matters presented. Suffice it to say that 
these questions are dealt with extremely min- 
utely. As an example, in chapter two, which has 
to do with the general principles and consider- 
ations that should underly the organization of 
medical care, there are nine sub-sections, rang- 
ing from such subjects as payment by the indi- 
vidual in accordance with the capacity to pay, 
to “the public conception of health as a con- 
trolling factor.” In spite of the difficulty of 
analyzing such an immense amount of material 
there are several high points which might be 
accentuated. The conclusion concerning ade- 
quate care is that this is a distinct problem 
which is complex and difficult of solution but 
which must be solved. 


In the chapter on medical education, the da- 
tum shows that recent advances in medical edu- 
cation have been notable, that in all likelihood 
standards should be raised and substandard 
schools closed, that more money is needed for 
schools in order to make the scientific and so- 
cial standards required; that the number of 
medical students should be limited further than 
it is at the present time, and that the students 
should be selected more carefully than now 
done. Pre-medical education, it is the opinion 
of many of the contributors, should be broader 
aud less rigid than it is at the present time. 
The medical curriculum is dealt with in some 
90 pages. The cost of postgraduate education, 
research in medical schools and licensure and 
its control are also presented in this section. In 
chapter four the conclusions that may be drawn 
from a large number of accumulated facts are 
that there are too many poor specialists and 


not enough good ones, that the practice of spe- 
cialism must be improved and that general 
practitioners should make use of the specialist 
when he is needed for the good of the patient, 
if properly trained. 

The summary of the chapter on group prac- 
tice implies that such type of practice is excel- 
lent provided it affords better medical care. 

Chapter six deals with “the place of the hos- 
pital.” 


In this section are discussed a variety 


of topics such as the need of a community hos- 
pital, the finances of a hospital including the 
future financing of hospitals, their location, hos- 
pital organization with consideration of the 
staff as a whole, more particularly the profes- 
sional services rendered by doctors and nurses, 
and a variety of other problems which are of 
considerable interest to the profession but prob- 
ably of greater interest to hospital administra- 
tors. 

The succeeding chapter deals with public 
health organization and is so arranged that it 
correlates with chapter two and chapter eleven. 
The concensus of opinion from the contributors 
to this chapter seems to be that the chief fault 
of public health organizations at the present time 
is lack of a qualified public health personnel. 
Another section of the book deals with methods 
that have been tried in organizing medical ser- 
vices to the indigent and to the great group of 
patients whose ability to pay for medical ser- 
vices is distinctly and decidedly limited. This 
brings up, of course, the question of state medi- 
cine and here a variety of opinions are ex- 
pressed. This section is presented with very 
little comment and represents largely quotations 
from a large number of the contributors. Sub- 
sequently a chapter on state medicine is pre- 
sented and an intervening chapter on health in- 
surance. Here again, as with state medicine, is a 
vast variety of opinions from the men who ex- 
pressed their ideas; some think health insurance 
is good, some think it is bad. On the whole 
the prevalent opinion of the majority seems to 
be that it is unwise, whereas with hospital in- 
surance the support on the whole is quite gen- 
eral. In the final chapter already mentioned 
and dealing with state medicine in a limited 
sense, the impression seems to be general that 
this is a process of evolution which progressive- 
ly will continue; that there should be coopera- 
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tion between the various state health depart- 
ments and scientific medicine; that preventive 
and curative problems of scientific medicine 
are beyond the scope of ordinary private prac- 
tice and should be integrated with public health 
services more closely than they are now and 
finally, omitting from the review a large num- 
ber of other thought-provoking problems which 
are discussed, suggesting that government 
should support research in order best to attain 
what private philanthropy is now doing, carry- 
ing on investigative studies in all fields of medi- 
cine, 

This monumental two volume work could 
only be adequately reviewed in many more 
words than space permits in a journal of this 
size. It might be said in conclusion that this 
seems to be a really outstanding study presented 
impartially and without bias from the informa- 
tion secured by correspondence with doctors in 
every branch of medicine. The severest criti- 
cism from the average practitioner might be 
that certain groups predominated and that the 
book actually does not represent the opinion of 
the profession as a whole. This criticism may 
be dismissed from serious consideration because 
of the impossibility of securing enough active 
practitioners of medicine who could give the 
time’ and thought to answering the innumerable 
questions that might have been presented to 
them by the compilers of this medico-social- 
economic investigation. 





PRURITUS ANI 

One of the most annoying disorders that is 
a cause of extreme disturbance to patients, 
from time to time, is anal itching. This symp- 
tom at times is so upsetting, particularly as it 
is so often worse at night, that it may serious- 
ly interfere with the patient’s sleep and conse- 
quently his health. While there is usually a 
certain amount of itching with hemorrhoids and 
other local recto-anal abnormalities, according 
tc Riddoch*, pruritus ani is more severe than 
is present in most instances in which there can 
be demonstrated grossly obvious pathologic 
changes. Sometimes, however, thickening of 
the skin may be observed and superficial cracks 
radiating from the anus. A traumatic derma- 


*Riddoch, J. W.: 
232:919, 1937, 


Pruritus ani, The Lancet, 


titis may result from the continued scratching. 

A variety of causes have been attributed to 
this distressing symptom. Some writers say 
that it is due to some local cause, others deny- 
ing this, hold that it possibly may be due to a 
local cause but the physician cannot recognize it, 
Of the host of etiologic factors no one has been 
definitely implicated up to the present as solely 
responsible for the disorder. 

To study this condition Riddoch made micro- 
scopic sections from the skin in and about the 
anus. It was found to be lichenified to a cer- 
tain extent, the epidermis sometimes being twice 
its normal depth. There was dilatation of the 
blood vessels in the cutis, especially of the veins, 
and a certain amount of edema as well. In 
some instances there was lymphocytic infiltra- 
tion of the papillae and the subpapillary layer. 
The author concludes that, as result of certain 
pathologic states, the condition fundamentally 
depends upon local venous stasis. This certain- 
ly would account for the greater degree of dis- 
comfort at night than in the day, namely the 
difference between venous stasis when the pa- 
tient is in the erect position and when he is 
lying down. 

With some knowledge of the possible funda- 
mental cause, treatment to overcome this cause 
should be of value. The author recommends 
the injection treatment such as is employed in 
the management of internal piles. It has been 
noted that pruritus ani will sometimes disappear 
after the injection of symptomless internal 
hemorrhoids. Even if hemorrhoids are not 
present injection treatment works satisfactorily 
“by destroying the veins of the internal hem- 
orrhoidal plexus and relieving back pressure on 
the internal hemorrhoidal veins.” The results 
obtained with this treatment are, for the most 
part, quite satisfactory. 

External applications are of little value in 
the management of pruritus ani. Their use- 
lessness may be judged from the number that 
have been recommended for treating this con- 
dition. In very mild cases sometimes solutions 
of anesthetics in oil will help; in the more se- 
vere instances, the attempt to cure will probably 
have to be some more radical proceduce, such 
as suggested by Riddoch, than the ordinary lo- 
cal applications, vaccines, x-ray or other phy- 
sical measures. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


J. T. NIX CLINIC 
NEw ORLEANS 

At a meeting held in July, Dr. J. M. Perret pre- 

sented the following paper: 
UNDULANT FEVER 

Synonyms. Undulant fever, like tularemia 
which it resembles in certain respects, is rich in 
synonyms; thus it is also known as Malia fever, 
Mediterranean fever, Cyprus fever, Gibraltar fever, 
Neapolitan fever, Danube fever, Bruce’s septicemia, 
Bang’s disease or goat fever. The geographical 
names indicate the original habitat of the disease. 
Undulant fever is the best descriptive clinical name. 

Definition. The disease is infectious and con- 
tagious and is characterized by a fever curve of an 
undulating type which may last weeks, months or 
years and which may have many remittances. 

Etiology. The causative organism may come 
from goats, caprine type, Brucella melitensis; from 
cows, bovine type, Brucella abortus; or from swine, 
procine type, Brucella suis. The clinical symptoms 
produced by them are the same. 

History. The disease is said to be an ancient 
one and the Father of Medicine is thought to have 
been familiar with it. Bruce, in 1886, discovered 
the organism which now bears his name. Eighteen 
years later it was found that the principal source 
of the organism was infected goat’s milk. In 1897 
Wright and Semple showed that the diagnosis 
could be made by the agglutination test. This 
knowledge enabled the British to eradicate in a 
spectacular manner the disease in their troops in 
the Island of Malta and thus write a brilliant and 
interesting chapter in the history of modern sani- 
tation. Bang, in Germany in _ 1897, isolated an 
organism from aborting cows and _ in 1918 its 
pathogenicity for man was recognized. It had 
taken eighteen years to find out the source.of in- 
fection after Bruce had discovered his organism 
and it took twenty-one years after Bang had dis- 
covered his organism to establish its pathogenicity 
for man. Traum, in 1914, isolated the organism 
from aborting pigs. C. F. Craig, in 1904, recog- 
nized the first case occurring in the United States. 
When many of us were medical students the di- 
sease had for us merely an academic interest. We 
knew what it was and that it occurred in countries 
about the Mediterranean Sea. During the past 
decade, however, we have learned that the disease 
is an important one and that it has a world wide 
distribution. 

Last year two cases of undulant fever presenting 
unusual symptoms came under my observation and 
aroused fresh interest in the disease. One of these 
had osteomyelitis and the other meningitis. They 
have been reported from the J. T. Nix Clinic in 


*N. O. Med. & Surg. J., 88:719, 1936. 


this Journal.* It seems to me that enough in- 
terest has not been taken in the disease and not 
having kept it in mind, no doubt many cases have 
not been recognized. In 1928 we had records of 
two cases at the Charity Hospital. Since 1929 the 
disease has been made_ reportable in Louisiana. 
The first case at Hotel Dieu was in 1933, and in 
the same year the first case was seen at the J. T. 
Nix Clinic. 

Modes of Infection. Man _ becomes infected 
through the alimentary canal and the skin. Milk, 
milk products, and the direct handling of infected 
animals are the common sources of _ infection. 
Feces, urine and other discharges may spread the 
disease. Abrasions, wounds, and warts may be 
portals of entry. The prick of a needle and the 
thermometer have been known to spread the di- 
sease. In this country the bovine infection is the 
most important; the patient usually acquires the 
disease from drinking milk from infected cows. 
Packing house employees and farmers are the 
ones most likely to be infected with the porcine 
type. In this country the caprine source is not as 
important as it is in European countries where 
goat milk and its products are extensively used. 
Many laboratory workers have become infected. 
There is no proof that flies, mosquitoes or fleas 
are important in spreading the disease. The most 
susceptible ages are said to be between six and 
thirty years. The age incidence has been higher 
in our cases. The organism of undulant fever 
may live eighty days in dust and a month in fresh 
or salt water. 

Incidence in Cattle and Man. There is consider- 
able variation in estimates of the incidence of in- 
fection in cows from 5.8 per cent to 36.7 per cent. 
It is estimated that 25 per cent of the dairy cattle 
in Canada are infected. In Great Britain 20 per 
cent to 30 per cent of the raw milk contains 
Brucella abortus organisms but undulant fever is 
uncommon in that country. 


As to the incidence in man, it is difficult to give 
any definite figures. Probably about 5 per cent 
of the population would give a positive agglutina- 
tion test. It may be suspected that not more than 
2 per cent of infected individuals are ill. Packins 
house employees, veterinarians and others coming 
in contact with animals susceptible to the disease 
give a high incidence of positive agglutination 
test; this has been as high as 84.6 per cent in 
veterinarians, none of whom had had the disease. 

When one considers the high rate of infection 
ir. many dairy cows, the wonder is not that we 
have some cases of undulant fever, but that we do 
not have more. Thus F. M. Smith, of Mississippi, 
tested between three hundred and four hundred 
cows, 40 per cent to 50 per cent of them were in- 
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fected, yet there were no cases of undulant fever 
at that time in human beings in the state. Again, 
a dairyman with two hundred customers had three 
cases of undulant fever along his route. It seems 
reasonable to suppose that we acquire an immunity 
in this as in many other infections by becoming 
innoculated with repeated small doses of the germ. 
Infants and very young children seem to enjoy an 
immunity. In 1933 Hauptman and Eberle found 
only thirty recorded cases in early childhood, They 
reported a case of a child three and a half years 
old with a positive blood culture and this was the 
first case in which a blood culture was positive in 
a child less than five years old. 

In Louisiana the legal standards for certified 
milk require the Bang test (undulant fever). 
There are no such requirements for Grade A milk 
or market milk. 

INCIDENCE OF HUMAN CASES 
Charity Hotel J. T. Nix 
U. S. Louisiana Hospital Dieu Clinic 

24 

46 

217 

649 
1,301 
1,453 
1,578 
1,502 
1,788 
2,017 


bet 
corner ococ wi 


— 
[—r} 


(to March) 


10,575 263 50 10 10 


Prior to 1925 a total of 128 cases had been re- 
ported. Of the ten Hotel Dieu cases three were 
Clinic cases, which makes the number of cases that 
have come under the care of the Clinic thirteen. 
Subsequently to March, we have had four more 
cases during 1936, bringing up our total number 
to seventeen, 

HOTEL DIEU CASES 

Year Sex Age 
1933 M 38 
1934 F 45 
1935 F 35 
1935 12 
1935 F 23 
1935 M 55 
1935 M 10 
1936 M 56 
1936 M 33 Houma 

1936 F 22 New Orleans 

*No test made, sent in for transfusion. 


Location Agglut. 
New Orleans + 
New Orleans — 
New Orleans ° 
Opelousas 

New Orleans 

New Orleans 
Napoleonville 
Gretna 


J. T. NIX CLINIC CASES 
Year Sex Age Location 
1933 M 9 Houma 
1933 F 47 Thibodaux os 


Agglut. 


1933 46 
1934 56 
1934 34 
1934 3 
1934 11 
1935 27 
1935 10 
1936 25 


Thibodaux + 
Kaplan 
Napoleonville 
Donaldsonville + 
New Orleans 
New Orleans + 
Irwinville 

New Orleans +- 


Subsequent to March 
1936 34 Villa Platte a 
1936 33 Natchez, Miss. — 
1936 35 Amite 
1936 27 Napoleonville + 


It is hard to estimate the financial loss caused 
by undulant fever in both men and animals. In 
1932 it was calculated that it cost Illinois stock- 
men between five and six million dollars annually. 

Clinical Course and Diagnosis. The classical 
ease of undulant fever has a remarkable fever 
curve. It is an irregular fever which has inter- 
mittent waves or undulations of a distinctly re- 
mittent character. These undulations last one 
tc three weeks as a rule. There is then a period 
of a few days free of fever, after which fever re- 
turns. Fever is the one characteristic of the di- 
sease, but the classical type described above is not 
so commonly found. The case usually runs a septic 
type of fever and this should make us suspicious 
when we find no obvious cause to explain it. 


Other symptoms are arthralgia, sweats, chills, 
gastrointestinal upset, abdominal distress, nausea, 
vomiting, skin eruptions of a macular or papular 
type. The abdominal symptoms have caused pa- 
tients with undulant fever to have operations per- 
formed on their appendices and gallbladders, Com- 
plications, such as mastitis, oophoritis and orchitis 
may occur. It must be kept in mind that few 
diseases are so protean in their manifestations. 
The disease has been mistaken for tuberculosis, 
malaria, typhoid fever, typhus fever, influenza, 
sepsis, subacute bacterial endocarditis, meningitis, 
tularemia, Piel’s crisis of Hodgkin’s disease. 


As a matter of fact undulant fever is seldom 
recognized when first seen, some other diagnosis 
is usually made and it is only after further study 
of the case that the correct diagnosis is reached. 

Whenever confronted with a long fever of ob- 
secure origin, we should think of the possibility of 
undulant fever and request an agglutination test. 
If we have eliminated the common causes of long 
fevers, such as typhoid, malaria, tuberculosis, 
tularemia, sepsis, and if the patient has arthralgia, 
sweats and chills and shows a sufficiently strong 
positive agglutination reaction for undulant fever, 
we are thoroughly justified in diagnosing undulant 
fever. A good deal of discretion must be used in 
evaluating the agglutination test. A weakly posi- 
tive reaction must not be given too much weight 
in the absence of clinical symptoms as it may 
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indicate asymptomatic or symptomatic undulaut 
fever acquired months or years previously. Nor- 
mal individuals sometimes respond to development 
of agglutinins in the blood without accompanying 
illness. Again, in certain cases negative agglutin- 
in reactions may be of little significance because 
agglutinins may be lacking from the serum even 
in severe cases in which the organism may be 
cultivated. Tularemia and undulant fever give 
cross reactions. This happened in one of our 
cases. Again a patient may give a negative re- 
action which later becomes positive, or a positive 
reaction may later become negative and still later 
on become positive. 

In about 5 per cent of 
tinins fail to develop. In such cases it is weil 
to try the skin test. It is said that in the early 
cases a positive blood culture can be obtained in 
about 20 per cent of the cases. 

Treatment. There is no specific treatment. The 
treatment is symptomatic; rest in bed, nourishing 
and easily digestible food, good hygiene, good 
nursing and transfusion when indicated, form the 
backbone of the treatment. 

A mere mention of some of the therapeutic 
measures that have been tried forms a formidable 
array; to mention only a few: biotherapy, sera; 
vaccines, autogenous and stock; detoxified vaccine 
with antiserum; brucellin, Spicer’s Edwenil; for- 
eign protein therapy, typhoid vaccine and milk 
injections; autohemo therapy. Drugs: mercury, 
quinine, thionin, mercurochrome, methyl violet, 
methenamin, neoarsphenamin, novarsenbenzol, acri- 
flavine, gold preparations, osarol, carbolic acid. 
Roentgen irradiation to the spleen is also used. 


individuals agglu- 


It is a good idea to use a stock vaccine as it 
may do some good and will do no harm. As ‘the 
vaccine is commercially available, the patient or 
his family will probably expect it to be used, and 
if it is not used they may suspect that the attend- 
ing physician is not familiar with it. 

One of my cases which at the onset I diagnosed 
influenza received a “cold vaccine” and did as well 
with it as the cases of undulant fever which I had 
treated with undulant fever vaccine. 

The multiplicity of the therapeutic measures 
tried in undulant fever is proof positive to the 
seasoned practitioner of the unsatisfactoriness of 
the therapeusis of the disease. 


ST. JOHN HOSPITAL 
LAFAYETTE 

The regular monthly meeting of the Staff of 
the St. John Hospital, Lafayette, was held on July 
sixth, fourteen physicians being present. As 2 
preliminary to the meeting, films on phrenicectomy 
and phrenic crushing, hernioplasty, and hernioplas- 
ty and lipectomy were exhibited. A report of a 
case of hernioplasty and lipectomy in a woman 
weighing 375 pounds and with a strangulated hernia 
was made by Drs. L. A. Guidry and O. P. Daly. The 
operation performed was a hernioplasty with the 
removal of approximately 25 pounds of abdominal 
fat. The convalescence was uneventful. 

A case of strangulated right inguinal hernia, 
with diverticulum of the bladder extending down 
into the scrotum was reported by Drs. O. P. Daly 
and R. Kapsinow. The operation consisted of a 
hernioplasty with resection of the diverticulum at 
the vescial opening, with satisfactory results, 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


During the month of August virtually every- 
thing is suspended—the Society is in vacation and 
all hosp:tal staff meetings are over for the sum- 
mer months. 

The Board of Directors will meet Monday, 
August 2, due to the fact that no meeting was 
held in July and several important matters must 
be settled. 


March 7, 8, 9, and 10, 1938, are the dates se- 
lected for the second New Orleans Graduate 
Medical Assembly. Headquarters will be at the 
Roosevelt Hotel, and all sessions will be held in 
the hotel. Plans for a new auditorium to be con- 
structed on the mezzanine floor of the hotel are 
being made, and it is hoped that this auditorium 
will be completed in time for the meeting. It is 


anticipated that a much larger number will be 
registered at this next meeting. 

The Extension Committee of the New Orleans 
Graduate Medical Assembly is anxious to secure 
the names of those of its members who are willing 
to address members of various parish and county 
medical groups in Louisiana and the neighboring 
states. Those interested are urged to send the 
names of the subjects on which they will talk and 
state how far they are willing to travel. Dr. 
Thomas B. Sellers, Chairman of this Committee, 
will be glad to receive your letters. 


Arrangements are progressing very satisfactorily 
for the coming meeting of the Southern Medical 
Association, November 30-December 3, according 
to Dr. Lucien A. LeDoux, General Chairman. The 
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preliminary program ind'‘cates a most interesting 
as well as instructive session, and, with the larg- 
est advance reservations on record, it is gratifying 
that the meeting will be well attended. 

The New Orleans Day program, which will open 
the Southern Medical Convention on November 
30, is fast rounding into shape, and a splendid pro- 
gram has been scheduled, 


Dr. Aldea Maher was certified by the American 
Board of Pathology without examination at the 
Atlantic City meeting which she attended recently. 


Dr. Rigney D’Aunoy addressed the Members’ 
Council of the Association of Commerce on Thurs- 
day, July 1, giving an official explanation of the 
Charity Hospital project. 


Dr. Earl. C. Smith left July 3 for the University 
of Chicago Lying-In-Hospital where he did special 
work in obstetrics. 


Dr. Don Julian Graubarth attended the clinics 
and participated in the discussions of the Resi- 
dents’ Reunion of the Children’s Hospital of Cin- 
cinnati, Ohio, from July 14 to 19, inclusive. 


Dr. Donovan C. Browne and Dr, Daniel N. Silver- 
man attended the American Gastro-Enterological 
Association at its fortieth annual meeting in Art- 
lantic City. 


Dr. M. T. Van Studdiford attended the meeting 
of the American Dermatological Association. 


Drs. George H. Hauser, Edwin H. Lawson, W. 
H. Seemann and Emmerich von Haam attended 
the meeting of the American Association of Clini- 
cal Pathologists. 


Dr. J. T. O’Ferrall attended the American Ortho- 
pedic Association meeting in Lincoln and Omaha, 
Nebraska, June 2 to 4. 


REMOVALS 

Dr. C. F. Bellone from 719 to 712 A. Maison 
Blanche Bldg. 

Dr. Frank Brostrom from 647 Canal Bank Bldg. 
to 3704 Prytania Street. 

Dr. P. E. Prouet from 719 Maison Blanche Bldg. 
to 914 Canal Bank Bldg. 

Dr. M. Lyon Stadiem from 1212-14 Union Bldg. 
to 1102 Canal Bank Bldg. 

Dr, E. Garland Walls from 1124 to 619 Maison 
Blanche Bldg. 


We regret to report the death of Dr. M. David 
Haspel, an Active Member, and Dr. John W. 
Lindner, an Honorary Member. 


Orleans Parish Medical Society 


Of particular interest to the membership is the 
financial report of the Society, a tentative set-up 
of which is herewith presented: 

TREASURER’S REPORT 
Actual Book Balance: March 31, 1937 


CREDITS 


$3,776.16 


$1,000.89 
470.41 








$2,049.59 


$5,825.75 


EXPENDITURES 
-$ 958.74 








$2,426.21 


Actual Book Balance: June 30, 1937 __.. $3,399.54 


Although a larger number have paid their entire 
indebtedness for the year at this time than at the 
same time of 1936, it is urged that all members 
make a concerted effort to pay the amount to the 
Society for the second half of the year before August 
15. It is certainly not asking too much nor exert- 
ing any hardship on a member to request that he 
forward six dollars ($6.00) for the second half of 
1937 to the office of the Society at once. By hav- 
ing these funds available the Society is in a posi- 
tion to participate in any professional or civic 
movement without delay, and can also liquidate 
indebtedness as it arises. 


LIBRARIAN’S REPORT TO BOARD JUNE, 1937 

The Library has loaned to doctors during May 
and June, 1,734 books and journals, or more than 
3 to each member of the Society. In addition, 
1,149 items have been loaned to students for over- 
night use, making a total of 2,883. These figures 
do not include the great use of books and journals 
within the Reading Rooms, 

During the month, 179 volumes have been added 
to the Library. Of these 102 volumes were received 
by binding, 41 from the New Orleans Medical and 
Surgical Journal, 15 by purchase and 21 by gift. 
New titles for May and June are listed herewith. 

On request of physicians members of the staff 
have collected material on the following subjects. 

Bacillary dysentery 

Spinal anesthesia 

Traumatic pneumonia 

Recent works on coronary thrombosis 

Differential diagnosis of choked disk and papil- 
litis. 

Sodium chloride in prevention of heat prostration. 

History of antiseptics 

Personal bibliography of J. A. Danna 

Personal bibliography of E. R. Bowie 

Incisional hernia 
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Schmorl’s disease 

Diverticulitis of the sigmoid 

Blood transfusion in puerperal infection 

Insulin shock in schizophrenia 

Diabetic surgery 

Tuberculosis of the female genital tract 
Chemistry of dyes 

Euthanasia 

Immediate preoperative and postoperative care 


During the months of June-September, the Li- 
brary is closed in the evenings. Members who are 
unable to come to the Library during the day, may, 
by telephoning before five o’clock, have books left 
for them to call for, at the Information desk on 
the first floor, 


NEW BOOKS—JUNE, 1937 

Macalpine, J. B.—Cystoscopy and Urography, 
1936. 

Atkinson, D. T.—Ocular Fundus in Diagnosis and 
Treatment. 1937. 

Langerhans, Paul—Contributions to the Micro- 
scopic Anatomy of the Pancreas (translation). 1937. 

Norcross, Carl—Vocational Rehabilitation and 
Workmen’s Compensation. 1937. 

Wokes, Frank—Textbook of Applied Biochemis- 
try. 1§37. 
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Bromberg, Walter—Mind of Man. 


B. H.—Recent Advances 
1937. 


Saxl, N. T.—Pediatric Dietetics. 1937. 


Van Dyke, H. B.—Physiology and Pharmacology 
of the Pituitary Body. 1936. 

Mackee, G. M.—Skin Disease in Children. 1936. 

Goodman, Herman—Cosmetic Dermatology. 1936, 

Orton, S. T.—Reading, Writing 
Problems in Children. 1937. 

Sayes, M. B.—Problem Child at Home. 1932. 

U. S—Public Health Service—Proceedings of 
the Conference on Veneral Disease Control. 1937. 

Zahorsky, John—Synopsis of Pediatrics. 1937. 

Horsley, J. S.—Operative Surgery. 2v. 1937. 

Conybeare, J. J.—Textbook of Medicine. 1936. 

Joslin, E, J.—Treatment of Diabetes Mellitus. 
1937. 

Mayo Clinic—Collected Papers. 1935. 

Bryant, John—Convalescence. 1927. 

Beaver, P. C.—Experimental Study 
stoma Revolutum. 1937. 

Bonner, V.—La lutte contre 
U. S. S. R. 1937. 

A. M. A.—Congress on Medical Education. Pro- 
ceedings. 1937. 

Gilbert C. Anderson, M. D., Secretary. 


1937. 


Burns, in Orthopedic 


Surgery. 


and Speech 


on Echino- 


la prostitution en 





LOUISIANA STATE MEDICAL SOCIETY NEWS 


TRI-PARISH MEDICAL SOCIETY 


The regular meeting of the Tri-Parish Medical 
Society was held at Lake Providence on July 6. 
1937. Those present were: Drs, J. Preston Davis, 
president of the society, B. C. Abernathy, G. S. 
Hopkins and William H. Hamley of East Carroll; 
Drs. D. W. Kelly and E. D. Butler of West Car- 
roll; Drs. G. W. Gaines and E, O. Edgerton of 
Madison; Drs. D. F. Davis and T. C. Sparks of 
Tensas Parish. Drs, Paul G. Gamble and A. V. 
Murry of Greenville, Miss. and Dr. Smith W. 
Douglas of Eudora, Ark., were guests of the so- 
ciety. 

The scientific program consisted of two papers 
which were presented by the guest speakers. The 
first presented was that of Dr. A. V. Murry en- 
titled “Fungus Diseases of the Skin.” This paper 
was discussed by Drs. Butler, D. F. Davis, Gamble, 
Abernathy, Gaines, Edgerton and Sparks. Dr. Paul 
Gamble read a paper on “Pruritus Ani”, which 
was discussed by Drs. Edgerton, Hopkins, Murry, 
Sparks and J. P. Davis. 

The next meeting of the Tri-Parish Medical So- 
ciety will be held at Tallulah on August third. 


William H. Hamley, M. D., Sec. 


JEFFERSON DAVIS PARISH MEDICAL SOCIETY 

The Jefferson Davis Parish Medical Society was 
entertained at dinner by Dr. G. T. Fletcher of El- 
ton for their regular Wednesday evening meeting. A 
delicious meal was prepared fcr the guests and 
the group was entertained during the dinner hour 
with music and dancing. 

Those present were Drs. T. H. Watkins and C. 
C. McKinney, Lake Charles; Drs. C. A. Martin,. 
R. R. Arceneaux and John M. McClure, Welsh; 
Drs. Morgan Smith, L. E. Shirley, Frank Miller, 
John M. Whitney and R. S. Kramer, Jennings; 
Richard Kramer and Dr. E. G. Berchier were 
guest of the Society. 


After dinner, the following scientific program 
was presented, with Dr. Morgan Smith, President 
of the Society, presiding: 

“Vomiting”, a scientific paper, was presented by 
Dr. T. H. Watkins; “Public Health’, another 
paper, was presented by Dr. John M. Whitney, 
Parish Health Supervisor. 

Dr. C. A. Martin, Councilor of the Seventh Dis- 
trict, made a brief report on the activities of the 
state medical organization. 

L. E. Shirley, M. D., Sec. 
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NEWS ITEMS 
There is an excellent opening in one of the larg- 
est cities in Lcuisiana for a man interested in 
internal medicine. For information concerning 
this, communicate with the editor. 


Dr. John Signorelli, Professor of Pediatrics at 
the Louisiana State University Center, addressed 
the Issaquena-Sharkey-Warren Counties Medical 
Society on Tuesday, July thirteenth, at the Mis- 
sissippi Siate Charity Hospital, Vicksburg. For 
his subject, Dr. Signorelli chose “Childhood Tuber- 
culosis.” 


Medical Interne Martin A. Ruoma has been re- 
lieved from duty at the U. S. Marine Hospital, 
New Orleans on June twenty-eighth and directel 
to proceed to Springfield, Missouri, for assignment 
to duty at the U. S. Hospital for Defective De- 
linquents. 


AMERICAN PUBLIC HEALTH ASSOCIATION 

“Everyone in professional public health owes 
himself at least one interval in the year when hs 
closes his desk, leaves his books and magazines to 
gather dust, and takes himself off to the place 
where everything of importance in public health 
will be discussed and where everybody of import- 
ance in public health will be on hand to take part 
in the discussions” reads an announcement from 
the American Public Health Association, 


“That place is the Annual Meeting of the Ameri- 
can Public Health Association and this year the 
point in time and the spot in space which will 
witness the assembly of the nation’s health au- 
thorities are October 5-8, and New York City. 

“The way progress and speakers are selected for 
the hundred-odd scientific meetings held in the 
four days assures only the best from the best. For 
a brief period, the earnest seeker after public 
health information needs only to keep his eyes and 
ears open to sense in their proper perspective what 
is being done and thought in the whole movement.” 

The opening General Session with Dr. Parran, 
Mayor LaGuardia, Governor Lehman and Dr. Far- 
rand on the platform promises to be an especially 
colorful affair, as does the Annual Banquet with 
Dr. McCormack, President-elect, the after-dinner 
speaker. 

There will be special sessions on Mental Hygiene, 
the Hygiene of Housing, and on Public Health 
Advancing. Among the subjects chosen for joint 
sessions are Nutritional Problems, with the Child 
Hygiene and Food and Nutrition Secticns; Water- 
Borne Diseases, with the Public Health Engineer- 
ing and Epidemiology Sections; the Crippled Child, 
with the Child Hygiene and Public Health Nursing 
Sections and Syphilis in Industry, with the In- 


Louisiana State Medical Society News 


dustrial Hygiene and Public Health Nursing Sec- 
tions. 

There will be an intensive three-day Institute 
on Public Health Education before the Annual 
Meeting begins, sponsored by the Health Educa- 
tion Section and under the direction of Profes- 
sor Ira V. Hiscock of Yale University. 

AMERICAN BOARD OF OBSTETRICS AND 

GYNECOLOGY 

The next written examination and review of 
case histories of Group B. applicants by the Ameri- 
can Board of Obstetrics and Gynecology will be 
held in various cities in the United States and 
Canada on Saturday, November 6, 1937. 

The next general examination for all candidates 
(Group A and B) will be held in San Francisco, 
Cal. on June 13 and 14, 1938, immediately prior 
to the American Medical Association meeting. 

Application blanks and booklets of information 
may be obained from Dr. Paul Titus, Secretary, 
1015 Highland Building, Pittsburg (6), Pennsyl. 
vania. Applications for these examinations must 
be filed in the Secretary’s office not later than 
sixty days prior to the scheduled dates of exami- 
nation. 


INTERNATIONAL LEPROSY CONFERENCE 

Arrangements are being made to hold the 
fourth International Leprosy Conference in Cairo, 
beginning on March 21, 1938. This conference is 
being organized by the International Leprosy 
Association, and this will be the first Interna- 
tional Conference to be arranged by this associa- 
tion since its inauguraticn in 1931. Three previ- 
ous conferences of this nature have been held— 
at Berlin in 1897, at Bergen in 1909 and at Strass- 
bourg in 1923. 

The Egyptian Government is inviting all coun- 
tries concerned to send official delegates. In ad- 
dition to these, doctors and others interested in 
the subject are invited to be present. Full infor- 
mation can be obtained from the Secretary of 
the International Leprosy Association, 131 Baker 
Street, London, W, 1. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of 
Census, reports that for the week ending June 12, 
there were 150 deaths reported in the city of New 
Orleans, of which 94 were due to deaths in the 
white and 5 in the negro population. There were 
9 deaths among babies. For the succeeding week, 
ending June 19, only 129 deaths were reported, 73 
in the white and 56 in the negro population. There 
were 11 deaths in children under one year of age. 
Twelve more deaths than the previous week were 
reported for the week ending June 26, when 141 
were listed, divided 85 white and 56 negro. Fifteen 
of these were in infants. For the following week, 
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ending July 3, 153 people died in the city, of whom 
96 were white and 57 negro. Sixteen of these 
deaths were attributed to infants under one year 
of age. For the week ending July 10, 147 of the 
population of New Orleans terminated their life; 
of these, 98 were white and 49 negro. Eighteen 
were infants under one year of age, 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O'Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain 
the following summarized information: For the 
week ending June 19, syphilis led all other reported 
diseases with 134 cases listed during this week. 
This ubiquitous infection was followed by the 
following diseases, which were reported here in 
more than 10 instances: sixty cases of pneumonia, 
56 of gonorrhea, 44 of pulmonary tuberculosis, 23 
each of cancer and malaria, 18 of typhoid fever 
and whooping cough, 16 of diphtheria and 10 of 
measles. Seven of the typhoid fever cases origi- 
nated in Catahoula Parish and three in Morehouse. 
There seems to have been a mild epidemic of 
cerebrospinal meningitis this week, with four cases 
discovered in Vermilion Parish. It is to be no- 
ticed, also, that one case of encephalitis lethargica 
was reported in Claiborne Parish and one case of 
poliomyelitis in St. Helena. For the week ending 
June 26, pneumonia took first place with 77 cases 
reported, an unusually large number for this time 
of the year. This was followed by 46 cases of 
syphilis, 45 of malaria, 36 of cancer, 33 of pulmon- 
ary tuberculosis, 32 of gonorrhea, 31 of whooping 
cough, 26 each of influenza and hookworm, and 19 
of pellagra. Of the rare diseases, a case of polio- 
myelitis was reported from Orleans and one from 
St. Martin Parish. Two cases of undulant fever 
were listed, one each from Caddo and Terrebonne 
Parish. For the following week, ending July 3, 
pneumonia still was in incidence about twice the 
five year average for the twenty-sixth week of the 
year, 68 cases being sent to the office of the State 
Board of Health. This was followed by 35 cases 
of syphilis, 32 of pulmonary tuberculcsis, 27 each 
of malaria and cancer, 24 of gonorrhea, 19 of 
typhoid fever, 14 of whooping cough and 13 of 
influenza. The typhoid fever cases were scattered 
pretty well throughout the state, not more than two 
coming from any one parish, except Union where 
five cases were reported. Particularly disturbing 
are the 7 cases of poliomyelitis reported; four 
from East Feliciana Parish and one each from 
Lincoln, St. Landry and Union. In the weekly re- 
port, Dr. O’Hara requests that all physicians be 
on the lookout for cases of poliomyelitis and that 
they please report promptly all positive and all 
suspicious cases. The incidence of pneumcnia in- 
creased to 94 cases for the week ending July 19. 
Malaria also showed a sharp increase with 59 cases 
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listed, followed by 43 of influenza. Pulmonary 
tuberculosis with 41 cases, and cancer with 31, 
were both about at the average figure. Other di- 
seases in double figures included 25 cases of gon- 
orrhea, 21 of typhoid fever, 20 of syphilis and 18 
of whooping cough. This week typhoid fever cases 
to the number of 7 came from West Carroll. Or- 
leans Parish reported 4 cases, but they were im- 
ported. This week there was again a large num- 
ber of cases of poliomyelitis, almost entirely from 
the southern section of the state. These parishes 
each reported one case: Catahoula, East Carroll, 
East Feliciana, Franklin, Madison, Orleans, Saint 
Tammany and West Carroll. The case reported 
from Orleans was imported. 


WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. George D. Feldner, 
leans. 

President-Elect—Mrs. Frederick G. Ellis, Shreve- 
port. 

First Vice-President—Mrs. 
Monroe. 

Second Vice-President—Mrs. Walter Moss, 
Charles 

Third Vice-President—Mrs. 
New. Orleans. 

Fourth Vice-President—Mrs. 
Homer. 

Recording Secretary—Mrs. William B. Heidorn, 
Shreveport, 

Corresponding Secretary—Mrs, 
bert, New Orleans. 

Treasurer—Mrs. 
leans. 

Parliamentarian 
port. 


New Or- 


Joseph P. Brown, 


Lake 


Robert Bernhard, 


E. A. Campbell, 


Aynaud F. He- 
Cassius L. Peacock, New Or- 


Mrs. John T. Crebbin, Shreve- 


STATE. AUXILIARY PROJECTS 
1937-38 

I feel sure the Auxiliary members will all be 
interested in knowing about the projects of the 
State Auxiliary for 1937-38. 

Our State President, Mrs. George D. Feldner, 
has outlined a splendid program, which has been 
endorsed by the Advisory Council of the Louisiana 
State Medical Society. 

With the cooperation of each Auxiliary member 
it is bound to be very successful. The following is 
an outline of the program: 

1. Organization of new auxiliaries. 

2. Health education through the 

tions chairman. 

a. Anti-tuberculosis campaign—Xmas seals. 
b. Fight cancer with knowledge by assisting 
the Women’s Field Army of the American 
Society for the Control of Cancer, by hav- 
ing lectures, meetings, exhibits, radio broad- 
casts. 


public rela- 
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Invite the laity to join with you (especially 
P. T. A. Groups and other women’s organiza- 
tions.) 

ec. Periodic health examination of the en- 
tire family and servants as well. 

d. Summer round-up of school children. 
Establish classes in parliamentary law and 
“Home Hygiene and Care of the Sick” in 
conjunction with your local Red Cross Chap- 
ter. These classes are open to Auxiliary 
members and members of other selected wo- 
men’s organizations in your locality. 

Safe driving campaign. 

Hygeia—(essays, contests, health plays for 
prizes). 

Indigent Physicians’ Fund. 


Doctor’s Day. 

Collection of used clothing and medical sam- 
ples for distribution to various institutions 
and indigent families. 


Continue your local philanthropic activities. 
Read your State Medical Journal, A. M. A. 


news letter and listen to the A. M. A. Radio 
Health Broadcasts. 


NOTICE TO PRESS CHAIRMAN, PARISH 
AUXILIARY 

How about sending me some 

month’s Journal? 


news for next 

Remember, I need your help. 
Mrs. Lucian W. Alexander, 

Chairman, Press and Publicity. 
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Our Children in a Changing World: By Erwin 
Wexberg, M. D. and Henry E. Fritsch. New 
York, The Macmillan Company, 1937. pp. 232. 
Price, $2.00. 

“Our Children in a Changing World” is an out- 
line of practical guidance for parents and teachers. 
It is divided into three sections,—general prob- 
lems, special problems and education. 

The sum and substance of the book is that edu- 
cation of the right kind added to a fairly stable 
heredity will produce a child able to cope with the 
world and find happiness for himself. 

Of course, the book shows the essential fault to 
lie with the parents and they must realize that it 
is not a world of changing children but changing 
ideas and environment on the parents’ part. 

SUZANNE ScHAEFER, M. D. 


Heart Disease: 
New York, Macmillan Co., 1937. 
744, 125 illus. Price, $7.50. 

The second edition of this truly magnificent 
work has been somewhat shortened and consid- 
erably reduced in size. This makes, of course, for 
greater convenience in handling. The abridge- 
ment is made possible by reduction of Part I be- 
ginning with methods of examination and a very 
considerably reduced bibliography. In this latter, 
only the most important references are given. 
Parts II, III and IV of the book are unchanged. 
Two new appendices have been added, the one 
giving, chronologically, the story of the develop- 
ment of the knowledge of heart disorders and cir- 
culatory disturbances, and the last one giving the 
classification of the American Heart Association 
of cardiac disease. The illustrations have been 
changed to a very large extent. 

Of all the books on diseases of the heart with 
which I am familiar, I know of no one which 


By Paul Dudley White, M. D. 


2d ed. pp. 
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more adequately fulfills its function than does 
this one. An admirable index to the tremendous 
amount of material in the volume makes it possible 
to obtain immediately information sought for. 
This information has been obtained by the author 
through years of intensive study so that he has 
become one of the recognized world authorities 
on heart disease. 
J. H. Musser, M. D. 


Cancer and Diet: By Frederick L. Hoffman, L. 
L. D, Baltimore, Williams and Wilkins Co., 
1937. pp. 767. Price, $5.00. 

This book, written in a most excellent and com- 
prehensive style, is of great scientific, as well as 
historical interest, the writer discussing at length 
the various dietary theories of cancer from the 
earliest times to the present day. It is especially 
commended to those who are interested in diets. 
as a whole, to the surgeon and particularly to the 
medical men who from recent knowledge have 
come to learn of the tremendous value of foods in 
relation to this, as well as other diseases. The 
information is very carefully assembled and the 
charts and diagrams are planned with care. 

Harotp A. Broom, M. D. 


The Social Component in Medical Care: By Janet 
Thornton in _ collaboration with Marjorie 
Strauss Knauth, M. D. New York, Columbia 
University Press, 1937. pp. 411. Price, $3.00. 

This book represents the first comprehensive ef- 
fort to analyze an unselected group of medical 
cases with the view of discovering the significance 
of the social factors involved. In Miss Thornton’s 
own words, the purpose of the study was “to de- 
termine what part influences in the patient’s so- 
cial situation and his manner of reacting to them 
played in the development of ill health, in the de- 
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feat of curative measures, and in the adjustment 
to chronic disease”. The book is important be- 
cause not only does it add a concrete body of in- 
formation to the literature of medical social work 
but it makes an equally valuable contribution t« 
medical literature. 


It is a study of one hundred cases admitted tv 
the Medical West Service of the Presbyterian Hos- 
pital of New York City between October 1, 1930 
and May 12, 1931. The focus is clearly on the rela- 
tion of the social factors to the medical problems 
and because of the thoughtfiil evaluation of these 
factors with this in mind, the book Sas been 
kept free of irrelevant material. Following a 
statement of the purpose and method of the study 
and general information concerning tal otionts 
under study, there are two chapters of case demon- 
strations. Various types of cases are summarized. 
the development of each case bringing out the in- 
tegration of the medical and social aspects. Two 
chapters are devoted to a detailed analysis of 
adverse social factors associated with individual 
problems of ill health. The measures undertaken 
to remedy unfavorable social factors are described 
in detail. There is a brief chapter of concluding 
observations. The case histories on which the 
study was based are given in abstract in Appen 
dix 1. A complete case record is given in Appen- 
dix 2. 

The book has equal value for the doctor and 
social worker and should be included in the 
bibliography of medical and social work students 
alike. To get the most out of it, one should fa- 
miliarize oneself with the case material in the 
demonstrations and appendices since reference tu 
individual cases is made throughout the discussion. 

JULIA MAE MAGRUDER. 


A Handbook of Ambulant Proctology: By Charles 
Elton Blanchard, M. D. Youngstown, The 
Medical Success Press, 1937. pp. 304. Price, 
$5.00. 

The author of this handbook is the present edi- 
tor of “The Bulletin of Ambulant Proctology”’. 
Since the year 1924, he has contributed several 
books concerning the technic of proctologic prac- 
tice by office methods. This handbook is the off- 
spring of these various predecessors. 


The material presented in this publication was 
derived from the author’s personal experience dur- 
ing the many years he has been associated wit! 
the practice of ambulant or office proctology. H+ 
included the floor plan of an ideal proctologic of- 
fice and mentioned the various instruments which 
he considered necessary. The technic of an ex- 
amination is described, including a review of the 
conditions which are most frequently encountered. 
There is a chapter concerning colonic therapy and 
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dietetics. The closing remarks include business 
hints concerning the practice. 

The contents of the handbook deal with the per- 
sonal views and experiences of its author, there- 
fore, the value of this volume, or any other of such 
a nature is obvious. There has been no attempt 
to review the literature. The methods of treat- 
ment suggested are most conservative and there is 
no mention, other than to condemn, any type of 
surgical procedure concerning the various condi- 
tions discussed. 

For those who may be interested in this type of 
office practice, this handbook should prove of in- 
terest for it is the most recent publication of iis 
kind. 

WaRREN H. HEBERT, M. D. 


International Clinics, Vol. 1, March, 1937. 
delphia, Lippincott, 1937. pp. 310. 
This volume, as a whole, is not nearly so good 
as many of its recent predecessors. This does not 
mean, however, that there are not quite a few 
excellent articles. Fine presentations on lobar 
pneumonia, bronchiectasis, spontaneous pneumothc- 
rax and a review of recent advances in carbohy- 
drate metabolism call for special mention. 
I. L. Ropsrns, M. D. 


Phila- 


Medical Clinics of North America, September, 1936. 
Philadelphia, W. B. Saunders Company. 

This is a fairly good voi:ume with a fair endoc- 
rine symposium. Quite a large variety of subjects 
are considered and a few, such as the diagnosis 
and treatment of pulmonary bleeding and peptic 
ulcer, are good. It is the St. Louis number. 

I. L. Ropspins, M. D. 


The Cure of High Blood Pressure ty Respiratory 


Ezercises: By L. G. Tirala, M. D. New York, 
B. Westerman Co., 1937. pp. 71. Price $1.25. 

The title of this publication will undoubtedly 
arouse interest. As hypertension is still regarded 
as a problem that remains to be solved, any new 
ideas suggesting further evidence which may serve 
to explain its intricate and insidious nature will 
be looked upon with considerable skepticism. 

The author briefly reviewed the physiology of 
the circulation and in particular its relationship 
to respiration. He mentioned that a series of deep 
respirations served to lower the systolic and dias- 
tolic blood pressure. He stated a number of cases 
in which the systolic pressure in millimeters 
of mercury was found to decrease from 190-180 to 
130 following 15 minutes of deep breathing. He 
does not include any laboratory data or experi- 
mental evidence to support his contention. His 
conclusions are based on the clinical observations 
derived from his personal experience. The dura- 
tion of his period of observation is not clearly 















stated nor does he state the length of time the 
decrease in blood pressure was noted. There are 
a number of diagrams but no detailed charts to 
summarize his reports. 

In so much as any suggestion concerning the 
cure of hypertension must be considered, this edi- 
tion deserves comment. It must be said, how- 
ever, it is rather difficult to understand the exact 
interpretation of what the author means by “cure”. 
The evidence advanced hardly supports the origi- 
nal contention of the author. 


WaRREN H. HEsert, M. D. 





Practical Examination of Personality and Behavior 
Disorders, Adults and Children: By Kenneth 
E. Appel, M. D., Ph. D., Se. D., and Edward A. 
Strecker, M. D., A, M., Se. D. New York, The 
Macmillan Company, 1936. pp. 219. Price 
$2.00. 

The purpose of this manual is to guide the stu- 
dent in the technic of psychiatric observation and 
examination. The matter is presented in two 
parts. The first is introduced by a brief discus- 
sion of.the modern, dynamic point of view in psy- 
chiatry, with a view of helpful attitudes to be 
adopted in the practice of psychiatry. The main 
portion: presents guides and outlines fo be fol- 
lowed in the taking of psychiatric histories, the 
mental examination of the patient, the neces- 
sary information to be obtained in the mental ex- 
amination, and suggestions for making examina- 
tion in the non-cooperative and stuporous patients, 
A section gives the actual questions which have 
been found most helpful in tactfully eliciting the 
desired information from the patient himself, An- 
other section of importance is that which gives an 
outline to be followed in presenting a summary of 
a psychiatric examination. Three chapters are de- 
voted to the observation of personality types in 
psychiatry. The second part is devoted to the 
psychiatric examination of children and is cov- 
ered by twenty-one chapters. The first chapter 
gives an outline for obtaining the history and de- 
velopment of the problem or behavior difficulty of 
a child, and is followed by sections on the outline 
on the teachers’ report on personality, actual inter- 
view with the child, guide for recording psychiatric 
observation in a child, aids to personality study of 
a child, measurement of intellectual development, 
parent-child relationships, and methods of ap- 
proach of such conditions as feeding difficulties, 
obedience, temper tantrums, jealousy, fears, lying 
and stealing. A list of psychiatric terminology is 
found at the end of the book. 

While information regarding procedures for 
psychiatric examination is contained in many cf 
our valuable textbooks on psychiatry and behavior 
disorders cf children, none present the subject in 
one volume as in this instance. The value of this 
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book is assured when it is realized that the work 
is based on the plans and methods that have been 
found of service by the authors in their extensive 
experience in the Medical School of the University 
of Pennsylvania and in the Department of Nervous 
and Mental Diseases in the Pennsylvania Hospital. 
This should be the manual of choice to all stu- 
dents and practitioners when in need of a guide 
in the difficult task of making a mental examina- 
tion. 
L. L, CAZENAVETTE, M. D. 


Operative Surgery: By J. Shelton Horsley, M. D, 
LL. D., F. A. C. S., and Isaac A, Bigger, M. D. 
St. Louis, C. V. Mosby Co., 1937. 4th ed. 2v. 
Price, $15.00. 

The first edition of Operative Surgery by Hors- 
ley was published in 1921. The book was success- 
ful and there followed two subsequent editions, 
1924 and 1928. This is the fourth edition and the 
senior author has associated as co-worker Isaac A. 
Bigger. In addition there are contributions by 
C, P. Coleman, J. S. Horsley, Jr., Austin I. Dodson, 
and Donald M. Faulkner. The subject is descrip- 
tion of suitable operations for various surgical 
lesions. No attempt is made to offer a number of 
different operative procedures, but the ones which 
the authors have found satisfactory in their experi- 
ence or those which seem to be most physiologic. 
The descriptions of the operations are given in de- 
tail and are clear and complete. The illustrations 
by Helen Lorraine are beautifully done and de- 
serve special comment as being complimentary to 
the operative descriptions. Especially good are 
the chapters on Gastrointestinal Surgery by J. 
Shelton Horsley, Hernia and Thorax by Bigger, 
Neurosurgery by Coleman, and the splendid pre- 
sentation of Plastic Surgery by J. Shelton Horsley, 
Jr. In the section of transfusion, considerable 
space is given to the description of obsolete meth- 
ods, including the Kimpton-Brown apparatus and 
the syringe method of transfusion necessitating 
the exchange of syringes from donor’s to recipi- 
ent’s needle, and the indirect method cf transfusion 
which the authors state has dominated the field 
in recent years. No mention is made of the very 
successful and modern direct methods which un- 
doubtedly within a short time will supplant the 
once popular indirect or citrate method. The 
authors do not consider gynecologic operations, 
and perhaps too little space is devoted to opera- 
tions for traumatic injuries to the skeleton which, 
in this era of numerous accidents, is an import- 
ant percentage of surgery. For example, there is 
no description of a method for internal fixation 
for fracture cf the neck of the femur. 

It is a big task to write an Operative Surgery so 
that it adequately conveys to the reader the method 
of surgically managing a certain lesion. With few 
insufficiencies, however, the authors have covered 
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the task splendidly in these two volumes of 1,387 
pages. The books are recommended without re- 
serve to surgeons. The authors are to be compli- 
mented on a big task so well done. 

Howarp R. MAHORNER, M. D. 


Skin Diseases in Children: By George M. MacKee, 
M. D., and Anthony C. Cipollaro, M. D. New 
York and London, Paul B. Hoeber, Inc., 1936. 
pp. 345, 153 illus. Price $5.00. 


The text is so profusely illustrated with good 
pictures which demonstrate clearly. the lesions un- 
der discussion that it is a pleasure to read as weil 
as browse through. 


The choice of words selected is clear, adequate 
and to the point so as to make the descriptions 
of the lesions readily comprehended and the book 
easy to read. 

Multiplicity of treatments and prescriptions are 
avoided. The choice of a few selective prescrip- 
tions and the rationale of treatment outlined is 
very satisfactory to the reader. 


“Skin Diseases in Children” is a book which the 
pediatrist has long waited for and will find a wel- 
come place in his working library for ready con- 
sultation, 


Mavupbe Lorser, M. D. 


The Ocular Fundus in Diagnosis and Treatment: 
By Decnald T. Atkinson, M. D., F. A. C. S. 
Philadelphia, Lea & Febiger, 1937. pp. 142, 
plates 58. Price $10.00. 

There is place for a treatise which teaches the 
relationship between the human body as a whole 
and the human eye. “The Ocular Fundus in 
Diagnosis and Treatment” by Atkinson affords 
satisfaction in this regard. The student body needs 
such a book as is presented and the teacher is 
thankful that such a work is obtainable. To those 
who call upon their confreres wishing to be taught 
the use of the ophthalmoscope and the interpreta- 
tion of the fundus, it is a boon. 

One need not have an instructor if he will care- 
fully read this book. The pictures speak. What 
more could one wish for? 


Chapter I is devoted to the cphthalmoscope, The 
seven other chapters are studies of the fundus 
pictures. Chapter II is that of the normal eye, 
while III, IV, V and VI consider each anatomical 
part in crder and then each part is considered in 
disease. 


There are 106 illustrations including 58 colored 
plates which are original, and the illustrations 
contain composite drawing inserts in the picture 
showing fully the anatomy so that there is an 
easy grasp of the pathology. 

The book is moderately priced, and should be ait 
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hand for use of the student body, the general 
practitioner of medicine and the ophthalmologist. 
THEODORE J, Drmitry, M. D. 


A Medical Formulary: By E. Quin 
Philadelphia, Lea & Febiger, 1937. 
pp. 363. Price $2.75. 

This pocket sized volume has certain features 
of real usefulness which have evidently been 
generally recognized since it is now in its four- 
teenth edition. In the preface it is stated that one 
of its purposes is to discourage secret and patented 
preparations and, since this book presents scores 
of effective, orthodox prescriptions in a form which 
is as readily accessible ag those in advertising 
literature, it should, to a considerable degree, ac- 
complish this purpose. 

The book is revised to conform with the latest 
U. S. P. and N. F. Another feature which indi- 
eates recent revision is the inclusion of informa- 
tion on the mandelic acid treatment of pyuria. 
Some, however, might feel that more recent treat- 
ments are still not given sufficient emphasis. For 
instance, in the section on poisons and antidotes, 
there is no mention of the sulfoxylate treatment 
of bichloride poisoning, of the use of thiosulphates 
and nitrites in cyanide poisoning, or of the use of 
barbiturates as antidotes for strychnine and picro- 
toxin poisoning. Atabrin and plasmochin are 
omitted from the drugs listed for malaria treat- 
ment and tryparsamide is not included among the 
drugs useful in syphilis treatment. In the treat- 
ment of round-worms, hexylresorcinol is not men- 
tioned and ethylene and cyclopropane are not in- 
cluded among the other general anesthetics dis- 
cussed. 


Thornton. 
14th. ed. 


Rost. P, Watton, Ph. D. 


Memoranda of Toxicology: 
Philadelphia, P. Blakiston’s 
3rd ed. 304 pp. Price $2.00. 

This interesting little volume contains much 
sound information on the diagnosis and treatment 
of poisoning by the more common drugs an? 
chemicals. The material is properly up-to-date and 
includes directions for the practical application of 
some of the more recently developed antidotes. 
The newer sources of poisoning such as carbon 
tetrachloride and other solvents, thallium, dini- 
trophenol, nickel carbonyl, ergotamine and chemi- 
cal burns are presented. Special attention is given 
to the toxicology of bichloride of mercury, ether, 
alcohol, barbiturates, bromine, strychnine, cyanide, 
nicotine, salicylates, snake, spider and bee venoms. 
A large volume developed along the same lines 
might prove more valuable to some interested in 
this subject although the present degree of brevity 
may make it more generally useful to a greater 
number of individuals, 


By Max Trumper: 
Son & Co., 1937. 


R. P. Watton, Ph. D. 
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Medical Morals and Mannars: By H. A. Royster, 
M. D. Chapel Hill, University of North Caro- 
‘lina Press, 1937. pp. 329. Price $2.50. 


This is a series of essays representing the keen 
observations of a brilliant surgeon in forty years’ 
practice of surgery. Many of the essays are obvi- 
ously the product of a man who has observed 
closely and who has studied carefully, others are 
of historical interest and _ still others are semi- 
scientific. 


The book is divided into five sections and in the 
different parts are incorporated the subjects which 
are more or less closely linked. 


The author’s style is delightful. He writes clear- 
ly and lucidly and he expresses himself in a most 
pleasing manner so that one is tempted after 
starting the book, to read longer than he had 
originally intended at the time. He speaks as a 
philosopher and, in his philosophizing, one can 
often see the trend of thought which lies back of 
what he has to say. Of the various comments that 
Dr. Royster makes, I like best those incorporated 
in the first paragraph of page 8. Of the various 
essays, the one on the dignity of medicine ap- 
pealed to me most. It is unfair, however, to pick 
out sentences, paragraphs or chapters for special 
commendation. The whole work is so stimulating, 
so pregnant with right thinking that a different 
reader might select other passages as the ones most 
acceptable to him. 


J. H. Musser, M. D. 


Ocular Therapeutics: By Sanford Gifford, Phila- 
delphia, Lea & Febiger, 1937, 2nd. ed. pp. 341. 
Price $3.75. 

It is a pleasure to review the second edition of 
this outstanding work. The detailed table of con- 
tents makes its large store of useful information 
very accessible. Some medical authors do not 
understand that the table of contents is of greater 
practical value than the alphabetic index. This 
second edition is almost a third larger than the 
first. The chapters which have been most en- 
larged are those on vitamins, hormones and 
diathermy. The addition of chapters on experi- 
mental methods in ocular therapeutics including 
retinitis pigmentosa and myopia serve a useful 
purpose, and the author is to be congratulated, up- 
on the simple, adequate and unprejudiced presen- 
tation of the subject. 

Although the fundamentals of personal and 
ocular hygiene do not come within the technical 
scope of ocular therapeutics, I believe that the 
author should consider the advisability of such 
a section in his next edition. The practical im- 
portance of such a_ section in the light of our 
present knowledge and the author’s ability to ex- 
press difficult subjects simply would apparently 
more than justify the effort and space involved. 
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In conclusion, I congratulate Dr, Gifford on an 
exceptional volume and hope soon to see a third 
edition. 

Cuas. A. Bann, M. D. 


A Textbook of Pathology: By W. G. MacCallum. 
Philadelphia, W. B. Saunders, 1936. pp. 1275, 
illus. Price, $10.00. 

The sixth edition of MacCallum’s_ well-known 
Textbook of Pathology has been thoroughly revised 
and completely reset in order to include the most 
recent advances reflected in the literature of the 
last few years. Eleven chapters have been added 
and the text of other chapters has been shortened 
so that the total volume of the new edition exceeds 
the previous one by only 63 pages. The group of 
Rickettsia diseases and virus infections has beea 
separated from the group of “infections of un- 
certain nature.” The former group is extensively 
treated in five new chapters with a thorough dis- 
cussion of our general conception of filtrable 
viruses (chapter 40). This group also contains 
most of the diseases previously discussed under the 
heading of “Exanthematic Diseases.’ A chapter 
on Fungus Diseases has been added. The group 
of diseases caused by disturbances in the internal 
secretion has been completely revised and the 
number of chapters dealing with this subject has 
been doubled. Other new chapters include one on 
the unknown neuromuscular atrophies, cone on the 
pathology of the teeth and related structures and 
one on congenital malformations. 

The number of illustrations has been increased 
from 652 to 697 and many old illustrations have 
been replaced by new ones. The general plan of 
the book has been retained and its many friends 
will heartily welcome the new edition which brings 
to them, in a rejuvenated form, the great work of 
our foremost teacher in pathology. 

EMMERICH voN HAAM, M. D. 


A Terminology of Operations of the University of 


Chicago Clinics: By Hilger Perry Jenkins, 
M. D. Chicago, University of Chicago Press, 
1935, pp. 99. Price $1.00. 

When operative procedures are filed according 
to the various terms used to designate identical 
operations, it is difficult and sometimes praciical- 
ly impossible to make compilations for statistica! 
or other studies. This terminology of operations 
was arranged for the purpose of overcoming this 
commonly encountered difficulty, and was develop- 
ed especially because of the need for such a 
nomenclature in the University of Chicago Clinics. 
A constant consideration in the preparation of this 
cutline was ithe selection and arrangement of a 
terminology which could be used easily ag an 
operative index file in any hospital. 

In this nomenclature: 1. Synonymous terms 
are grouped together, and operations similar in 





Book Reviews 


technic and purpose are included under the same 
heading. 

2. The term selecied to head each type of opera- 
tion is the most correct form in common usage. 
Whenever possible. an anatomically derived term 
is used, and terms which most surgeons would be 
likely to use rather than to reject have been se- 
lected. The index is arranged with appropriate 
references in order to overcome any _ § difficulty 
which the record librarian might encounter in the 
event of a surgeon using a recognized or accept- 
able synonym. Where necessary, such descriptive 
terms as “excision’’, “incision”, “closure”, “drain- 
age”, “removal”, and “repair” are employed in 
designating the procedures. The use of surgeon’s 
names for main headings is resorted to only twice, 
but surgeon’s names are given as synonyms or 
otherwise included where’ such reference is ap- 
propriate. 

3. The author adequately provides for the proper 
filing of operations which may be combined or 
performed at the same time, as well as for those 
which are jointly necessary for the therapy of the 
essential pathology. Arrangements are made to 
avoid the improper inclusion in statistical studies 
of an operation when that procedure was merely 
an adjunct to some other operation. In some in- 
stances the first term simply designates the ap- 
proach to the part operated upon, the more specific 
or detailed designation of the procedure being 
given as a subheading. 

4. The main operative term heading is, in ap- 
propriate instances, subdivided either according to 
differences in operative technic or according to the 
indication for procedure. Likewise, certain pro- 
cedures are combined or subdivided according to 
the type or extent of the technic employed as well 
as in consideration of the condition for which the 
operation is employed. 

The reviewer found that there is apparently in- 
adequate provision made for the filing of several 
operative procedures. However, in the main, the 
nomenclature seems quite adequate for the pres- 
ent time. 

Every record librarian should be acquainted with 
this publication, and reference to it by surgeons 
would do much to correct the present confusion of 
terms applied in the designation of identical opera- 
tive procedures. The nomenclature is so ar- 
ranged that, even without especial cooperation on 
the part of the surgeons, the record librarian can 
classify and file operative procedures in such order 
that they might be readily located or compiled. 

AMBROSE Storck, M. D. 


Tissue Immunity: 
Se. Baltimore, Charles C. Thomas, 1936. pp. 


By Reuben L. Kahn, M. §S., D. 


707, illus. Price, $7.50. 
This interesting book is not a treatise on tissue 
immunity in the usual sense. Rather, it is a de- 
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tailed description of the author’s studies of local 
allergic responses in rabbits, and an exposition of 
his conception of the theoretical and practical 
significance of the findings. The experiments 
which form the basis of the work were evidently 
planned most carefully, and in many of them 
Kahn used original technic, demonstrating in a 
simple and dramatic way a number of important 
phenomena. Most ingenious are the experiments 
by which the well-known capacity of the sensitized 
animal to localize antigen was measured. Horse 
serum sensitized rabbits were given doses of 
diptheria (horse serum) antitoxin by different 
routes, followed by an injection of diphtheria 
toxin, and the extra amount of the antitoxin re 
quired to protect the animals served as a measure 
of the relative power of different sensitized tissues 
tv anchor, and so make ineffective, this antitoxin. 
Other studies deal with the causation of necrosis 
in areas of allergic inflammation, 

Unfortunately, the intriguing experimental data 
are almost buried in the midst of a tediously long 
and involved theoretical discussion. The approach 
te the deeper problems of immunology is somewhat 
naive, and many of the author’s conceptions of 
fundamental immunologic processes will not find 
general acceptance among immunologists. The 
most important criticism which may be made of 
the entire work is that the author, while con- 
tinually referring to reactions of “tissues” with 
antigens, fails to make clear in many instances 
whether the reactions under discussion are due 
merely to the presence of specific antibody, or to 
some mysterious “immunologic capability” of the 
tissue cells themselves. The already confused 
terminology of this subject is further confused by 
new interpretations of old terms and by the in- 
troduction of new terms of doubtful value. Even 
so, the book contains much that is stimulating 
and challenging, the experimental observations 
deserve study, and doubtless the author will achieve 
his purpose of encouraging further investigation 
of the numerous important immunologic problems 
which he discusses. 

KENNETH L. Burpon, M. D. 


Preoperative and Postoperative Treatment: By 
Robert L. Mason, A. B., M. D., F. A. C. S. 
Philadelphia and London, W. B. Saunders 
Company, 1937. pp. 495, illus. Price, $6.00. 

The thirty-four chapters which comprise this 
book were written by Dr. Robert L, Mason, As- 
sistant in Surgery at the Massachusetts General 

Hospital, aided by eleven collaborators, all from 

the Massachusetts General or other Boston hos- 

pitals. The book is divided into two parts, gen- 
eral, which contains twenty-two chapters, and 
regional, which contains twelve chapters. 

The book is intended, as the author states in 
his preface, “to present a detailed consideration 





110 


of the preparation and, aftercare. of surgical pa- 
tients.” His next statement, that “it should sug- 
gest to the reader that a surgical operation itself 
is but a part of surgical treatment,” reminds one 
of Lord Moynihan’s comment that in the transi- 
‘tion of a patient from ill health to sound healtn 
the operation itself is only one of the factors. con- 
cerned. Two other important points are made in 
the preface; that the comfort of the patient should 
not be lost sight of in one’s interest in the physio- 
logic aspects of treatment, and that teamwork be- 
tween internist and surgeon not only simplifies 
their own problems but also serves the best in- 
terests of the patient. 

With few exceptions the treatment recommend- 
ed follows orthodox lines. The chapters on the 
surgical risk and management of patients with 
heart disease and of patients with hypertension 
and nephritis are particularly worth reading. 
Equally good are the chapters on water balance 
and methods of parenteral administration of fluids, 
alkalosis and acidosis, and postoperative pulmon- 
ary and urinary complications. In part two, which 
deals with regional surgery, the outstanding 
chapters are those on biliary surgery, hyper- 
thyroidism, appendicitis and urological conditions. 

Far too brief space is devoted to intestinal ob- 
struction; surely this disorder warrants considera- 
tion in more than three pages. It is quite true 
that the careful reader will find all the informa- 
tion which is needed on the subject in the chap- 
ters on water balance and alkalosis and acidosis. 
On the other hand, the average reader is not a 
careful reader, and it would seem safer to treat 
this highly fatal condition less cavalierly. Tou 
little space is also devoted to head injuries, which, 
for some inexplicable reason, are mentioned only 
in the section devoted to orthopedic surgery, and 
mentioned incidentally, at that. In a few instances 
the authors’ theories and practice are not in ac- 
cord with those generally accepted today. It is 
an error, for instance, to talk of hyperventilation 
in shock, when the best physiologists today believe 
hypoventilation is the underlying factor, just as 
it is an error to consider delayed and secondary 
shock in burns as if they were individual entities. 
It is bad practice also to advocate the removal of 
abdominal drains in toto rather than by degrees. 

The discussion of hyperthyroid disease is, as 
I have said, particularly good. At no time, it is 
pointed out, should the responsibility for the pa- 
tient be that of the internist or the surgeon alone; 
both should follow him from his entrance to the 
hospital until his discharge after operation; for 
the internist to prepare the patient and turn him 
over to the surgeon for operation when he is ready 
for it converts the surgeon into a mere techni- 
cian. The section on cardiac complications in this 
chapter, which was written by Dr. Laurence B. 
Ellis, is unusual in that it divides patients with 
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thyrotoxicosis complicated by cardiac manifesta- 
tions into two groups: The first comprises those 
with underlying organic heart disease who coinci- 
dentally develop toxic goiter, and the second in- 
cludes patients whose cardiac disturbance is 
chiefly or entirely the result of the hyperthyroid- 
ism itself. Later the statement is made that con- 
gestive heart failure does not occur in thyrotoxie 
patients with otherwise normal hearts’ unless 
auricular fibrillation is present. These are con- 
siderations rarely if ever emphasized. The author 
does not mention the importance of the liver fac- 
tor in hyperthyroid disease, which is curious, as 
he considers it at length in the chapter on biliary 
surgery. 

The author minces no words where frankness is 
desirable. Thus he says that empyema, which is 
the commonest of all chest lesions, is also, in pro- 
portion to the frequency of its occurrence, the 
lesion which is most often badly treated or en- 
tirely neglected. The risk of infection in hernia 
is emphasized, and Erdman’s statement is quoted 
that even in mildly infected wounds a recurrence 
of 30 per cent is to be expected. Prompt opera- 


tion in acute appendicitis in children is stressed, 
which is not unusual, but the emphasis on prompt 
operation in aged persons is distinctly unusual. 
The book is well worth careful perusal. It is 
full of good material, which is presented concisely 


and in easily readable form. It is well illustrated, 
and there are several excellent, lucid tables, par- 
ticularly those on the choice of anesthetic agents, 
and on the diet after gastric surgery. 

FREDERICK FITZHERBERT Boyce, M. D. 


Proceedings of Conference on 
Control Work, Washington, 
28-30, 1936. Washington, U. S, Public Health 
Service, 1937. pp. 154. 

Dr. Parran, Surgeon General U. S. Public Health 
Service, deserves great commendation for his stand 
in the drive on “Venereal Disease Control’. He 
should be accorded full cooperation by the medical 
profession, the press, the lay social organizations, 
the general public, and last and most essentially 
The Legislative Bodies (National, State and Muni- 
cipal). 

I am not fully acquainted with the funds avail- 
able by the Social Security Act, but quoting Dr. 
Walter Clarke, Director, Bureau of Social Hygiene, 
New York City in his report before the confer- 
ence, “a near estimate to the cost of an adequate 
program, including hospital facilities would be 25c 
per capita population per annum”. Dr. John L. 
Rice, Health Commissioner, New York City, re- 
ported the appropriation of $270,000 for 1937, by 
the City of New York independent of other funds 
available approximating one quarter million dol- 
lars through W. P. A. and Social Security: 

Thus, it is not difficult to realize that sufficient 
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funds are absolutely necessary for this program 
to become inaugurated with competent medical, 
clerical, and follow-up force as well as equipment 
and drugs. 

The report of Dr. Earle G. Brown, Secretary, 
Kansas State Board of Health, gives one a fair 
idea of the difficulty encountered in enforcing 
such a drive, quoting “during the life of the 
Chamberlain-Kahn Act, it is believed Kansas had 
a Venereal Disease Control Program comparable 
with those in other states, at least of correspond- 
ing population.” 

Independent of legislative measures for funds 
and compelling the reporting of all active infecti- 
ous cases, measures should be instituted against 
the advertising of proprietary and patented drug 
preparations for the cure of these diseases as well 
as the sale of and the counter-prescribing by drug- 
gists in cases of venereal disease. These infringe- 
ments should be punishable by fines (sufficiently 
large) and, if’ necessary, imprisonment. 

Monroe Wo tr, M. D. 


Cosmetic Dermatology: By Herman Goodman, 
B. S.. M. D. New York, McGraw-Hill Book 
Co., Inc., 1936. pp. 591. Price, $6.50. 

Herman Goodman’s Cosmetic Dermatology is di- 
vided into two parts: Part one comprises a thor- 
ough materia medica of drugs used by the cos- 
metic manufacturer, cosmetician, and physician- 
dermatologist; part two deals with conditions and 
problems for which the cosmetician is usually con- 
sulted, in addition to some of the commoner skin 
ailments, 

By all odds the first part of the book is of more 
importance, representing as it does, our first in- 
expensive materia medica of cosmetics. In these 
days when the market is deluged with cosmetic 
preparations, the physician-dermatologist must com- 
bine the patience of Job with the detective ability 
of Philo Vance to discover the cause of many cases 
of dermatitis venenata resulting from their use. 
The dictionary and formulary in this book should 
be of incalculable value in determining the noxious 
ingredient or ingredients. 


The volume can be consulted profitably by the 
dermatologist, physician, cosmetologist, pharmacist, 
and cosmetic manufacturer. 

M. MAtiowit1z, M. D. 
The Problem Child At Home: By Mary Buell 
Sayles. New York, The Commonwealth Fund, 
1932. pp. 329. Price, $1.50. 

Since most behavior problems of children have 
their origin in emotional disturbances arising in 
their homes and are caused by factors that could 
be eliminated, “The Problem Child at Home” deais 
with certain phases of the problem in a simple 
but comprehensive manner. There are three parts 


111 


to this book: Part I, The Emotional Satisfactions 
which Parents and Children Seek in One Another; 
Part II, Mistaken Ideals Which Influence Parent- 
Child Relationships; Part III, Narratives or Case 
Histories of Eight or Ten Selected Records of Be- 
havior Problems From Files of the Child Guidance 
Clinic. 

“The Problem Child at Home,” written by Mary 
Buell Sayles and published under the auspices of 
the Commonwealth Fund treats in a very sane 
way the problems resulting from parent-child re- 
lationships, and it should be thoroughly read by 
parents, teachers, social workers, and physicians. 


C. S, Horsroox, M. D. 


Reading, Writing and Speech Problems in Chil- 
dren: By Samuel Torrey Orton, M. D. New 
York, W. W. Norton & Company, Inc. pp. 
200. Price, $2.00. 


This represents the third presentation in the 
Thomas W. Salmon Memorial Lectures, and thai 
alone would be sufficient to recommend the book 
highly. Dr. Samuel Orton, former Professor of 
Neurology and Neuropathology, Columbia Uni- 
versity, has especially studied aphasia as seen iu 
children. The importance of abnormal speech, 
written or spoken, in the young human can hardly 
be over-emphasized and it deserves the attention 
of educators, physicians, and parents. This. book 
is not so technical or involved that it will. prove 
difficult for the general reader. Dr. Orton has 
made a definite contribution to the subject. 


C. S, Horsroox, M. D. 


The Physiology and Pharmacology of the Pituitary 
Body: By H. B. Van Dyke. Chicago, Universi- 
ty of Chicago Press, 1936. pp. 577. Price, 
$4.50. 


To attempt a description and critical evaluation 
of the scientific foundations of our knowledge of 
the pituitary body in terms, of physiology, phar- 
macology and their related sciences is unquestion- 
abjy a Herculean task. The author has done this 
most creditably in reviewing and correlating the 
tremendous amount of experimental work done 
during the last fifteen years (up to and including 
part of 1935). The material, necessarily condensed, 
is well organized. The general plan followed in 
most of the chapters is to review the results ob- 
tained on amphibians, birds and mammals and to 
include clinical observations only in so far as they 
appear to contribute to the knowledge of the func- 
tions of the pituitary body. The contents include 
chapters on the embryology and comparative 
anatomy of the pituitary body, the effects of hypo- 
physectomy, implants and extracts of the various 
parts, methods of preparation of the active princi- 
ples and the interrelationships of the pituitary 
with other glands. A table of scientific and com- 
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mercial names of hormones and hormone prepara- 
tions is given as an appendix. About 3000 titles 
are listed in the bibliography. 
H. S. Mayerson, Ph. D. 
Cystoscopy and Urography: By James B. Macal- 
pine, F. R. C. S. Baltimore, William Wood 
& Company, 1936. illus. pp. 478. Price, $9.00. 

This second edition of cystoscopy includes three 
new chapters on urography and new chapters deal- 
ing with pelvic resorption, excretion urography and 
pyeloscopy. Other new chapters deal with fistula 
of the bladder, funnel-neck deformity of -the blad 
der and congenital abnormalities of the kidney and 
ureter. In addition, many chapters have been re- 
vised. 

The subject of urology from a cystoscopic and 
urographic standpoint is covered in a fairly com- 
plete and practical manner. The cuts and illustra- 
tions are numerous, and the text is easy to com- 
prehend. The volume has no bibliography. 


“Cystoscopy and Urography” is particularly help- 
fu] to the student and embryonic urologist. 


JoHN MENVILLE, M. D. 
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